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Under three heads may be jonabiened the opera- | 
tive treatment of fibroids of the uterus: 

1. Hysterectomy. 

2. Removal of the appendages. 

3. Vaginal ligation of the broad ligaments. 

The only absolutely sure cure for fibro-myomas_ 
of the uterus lies in the total removal of the uterus. | 
This may be accomplished when the accompanying. 
tumors are small, by vaginal hysterectomy, but as a 
rule abdominal hysterectomy alone is reserved for. 
these difficulties. 

While in hysterectomy, we have a certain remedy. 
for the removal of fibroids, we also have in the. 
method a definite percentage of danger. While ex- 
perience, antiseptics and skill have put the method. 


CHICAGO, AUGUST 11, 1894. 


Ww ben ‘hie ¢ tumor is and has 


a distressing symptom, relief and occasionally a cure 
‘may be e xpected by this method. Frequently, how- 
ever, the tumor will continue to grow and occasion- 
cally the hemorrhage will not be modified. If you do 
remove the appendages for the purpose of establish- 
ing an artificial menopause and for the purpose of 
‘causing a reduction of the size of a fibroid by modi- 
fying its nutrition, remove not only the ovary and 
the tube thoroughly, but draw these organs suffi- 
ciently high, and make your ligature sufficiently low 
to include the main trunk of the spermatic artery as 
well as its branches to the tubes and ovaries. It is 
not difficult to remove both the ovary and the tube 
of a given side and leave the ovarian artery (its main 
trunk) entirely outside of the ligature. In removing 
‘the appendages for fibroids, if I had to leave the 
main trunk of the ovarian artery untied or Johnson’s. 
menstrual ganglia intact, including the uterine third 
of the Fallopian tube, I should feel safer in leaving 
the latter and tying the vessel. It will assist, too, in 
these cases while the abdomen is open, to ‘place a 
ligature deeper in the broad ligament as suggested 
by Dr. F. B. Robinson, in a manner to inelude the 
ascending column of the uterine artery. 

If the appendages are to be removed then, in the 


on high scientific grounds, and made it highly justi- “case of fibroids a thorough job should be done, in-° 


fiable, yet even in the hands of the most experienced, 
when we operate on each new case, no matter how 
favorable it may appear, the grave responsibility of 
that certain mortality of 5 per cent. hangs over us. 

There is much in the last few years’ work in this 
line of surgery to encourage us. The old extra- 
peritoneal method of Péan’s of attaching the pedicle | 
immovably in the lower angle of the abdominal wall | 
is giving way to the intraperitoneal methods of. 
Baer, the more elegant vaginal fixation of Byford’s, 
and the total extirpation of Eastman’s. The results. 
have given us shorter convalescence, eliminated seri- 
ous sequela and the development of several wellnigh | 
perfect methods, gives the operator who is wedded to 
none, a freedom to adopt the one of several well-tried 
methods which may best apply to the case in hand. 
During the last year, in my operating I have drawn 
upon the methods of Péan, Eastman, Baer and By- 
ford indiscriminately, as the particular method 
seemed to me to best fit the particular case in hand. 
So far as my experience goes, however, I feel safer. 
after having performed an abdominal hy sterectomy 
when I have found the case suitable for Byford’s 
method and the operation is done according to his | 
technique. 

REMOVAL OF THE APPENDAGES. 


This is an unsatisfactory operation for fibroids 
and I seldom resort to it except in a complicated 
case, where the abdomen has been opened for the 
purpose of removing the uterus, and where for some 
reason the latter uperation is impracticable. 


cluding not only the removal of the tube and ovary 


but also the thorough tying of the main trunk of the 
ovarian artery. 
VAGINAL LIGATION OF THE BROAD LIGAMENT. 

This operation which was original with me and 
first described in an article read by me before the 
Chicago Gynecological Society, Dec. 16, 1892, con- 
sists in ligating the contents of the base of the broad 
ligament from the vagina. In suitable cases the 
ligation may be carried sufficiently high on one side 
to include the ovarian artery. 

OBJECTS OF THE OPERATION. 

The objects of this operation may be summarized 
under the following heads: 

1. To deprive by a comparatively simple procedure 
an abnormally over-nourished uterus of the bulk of 
its blood supply by ligating the main channel and 
trunks of the uterine arteries. 

2. To still further deplete the uterus in desperate 
cases by including, where practicable, not only the 
uterine arteries of both sides but also the ovarian 
artery of one side. 

3. To cut off the nutrition of the uterus by ligat- 
ing a large proportion of its nerve communication 
as well as its blood supply. 


THE PHYSIOLOGIC EFFECTS OF THE PROCEDURE. 
The deprivation of the tumor of its blood supply 
causes starvation and rapid atrophy of the growth, 
and has a direct and immediate effect in checking 
uterine hemorrhages. The severing of the nerve 
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communication to the hypertrophied uterus modifies 
profoundly its nutrition and favors atrophy, and 
also renders the uterus powerless to communicate its 
blood draught; thus retarding collateral circulation. 

The technique of the operation has been described 
frequently; I will, therefore, but briefly summarize 
it here: 

1. Patient should be prepared exactly as for a 
vaginal hysterectomy. 

2. Place in an exaggerated lithotomy position and 
insert two retractors so as to expose the cervix. 

3. Transfix cervix with a strong handling ligature. 

4. With curved scissors incise the mucous mem- 
brane of the vaginal vault to the right and left of 


the cervix to the extent of about one and one-half | had 


inches on each side. 

5. Draw the cervix strongly to one side and with 
the finger dissect the tissue of the base of the broad 
ligament of the opposite side, free from the bladder 
in front, and from the rectum behind, until it can 
be grasped to the height of one and a half to two 
inches free from all attachments. 

6. With a strong handled, curved, pedicle needle 
armed with a double No. 12 silk ligature, the exposed 
ligament should be transfixed at its center, the lower 


ligature tied firmly and the upper one carried to the’ 


limit of the exposed ligament and also tied. They 
should be cut short. 

7. Close the vaginal vault incision with a running 
catgut suture. 

8. Treat the opposite side in the same manner. 

9. After douching the vagina thoroughly with an 
antiseptic fluid, pack it loosely with iodoform gauze. 

As this operation is new, and still on trial, I will 
take the liberty of reporting briefly my last two cases 
and giving a general summary of my first cases: 

SUMMARY OF CASES, 

I have now operated on eight cases of uterine 

fibroids by this method. 


Case 1.—Was a tumor of considerable size extending to or 
above the umbilicus. The hemorrhage was exhaustive, and 
the patient greatly reduced in consequence. She was ope- 
eB on Nov. 15, 1892. Considerable time has therefore 
elapsed since the operation. The tumor has decreased in 
size, but is still easily outlined, the patient writes me. The 
hemorrhage is now much modified and is no longer a source 
of alarm. She has had a severe attack of la grippe since the 
operation; is a chronic dyspeptic, and having these disa- 
greeable complications I feel that I can pronounce the case 
a success. The patient considers her condition greatly im- 
proved—hemorrhages cured, tumor materially reduced and 
pressure symptoms have subsided. 

Case 2—Is a perfect cure. I have had an opportunity of 
seeing this patient almost every month since she was ope- 
rated on (Dee. 3, 1892). “The hemorrhage has ceased com- 
period. All pain has ceased.” The patient’s health has im- 
proved so that from a state of almost complete invalidism 
she is transformed into a strong and healthy woman. 
improvement was progressive from the day of the operation. 
The enlargement of the uterus, or tumor, is now scarcely 
perceptible. 

Case 3—I have heard from but once—four months after the 
operation. She was operated on early in January, 1893. 
The flowing which had been, previous to the operation, ex- 
cessive, had decreased in duration and amount one-third. 

Case 4—Was a large adherent myo-fibroma extending 
above the umbilicus, profusely hemorrhagic, for which 


the appendage nor the tumor being removable. The case 
was a desperate one. The patient had not been out of bed 
on account Of the loss of blood and general weakness, for 
several months. She was operated on Jan. 5, 1893. The 
hemorrhage ceased immediately and has never been exces- 
sive since. The tumor has decreased until it is not now more 


There has been very scanty flow at menstrual | 


than three inches in diameter. The woman is strong and 
vigorous, in goud flesh and in perfect health. Menstruation 
is regular but scanty and there is no pain. The case in its 
course and behavior has been gratifying in the extreme. 

Case 5—Has not been under observation since June, 1893. 
She was operated on Jan. 8, 1893. Four months after the 
operation Dr. F. H. Geer reported “the menstruation only 
lasted two days; very scanty; no pain. Fibroid diminished 
in size until the uterus is about normal. Patient claims 
that she is cured.” 

Cause 6—Upon which I made a preliminary report in the 
American Journal of Obstetrics, Nov. 1, 1898, on which I ope- 
rated Aug. 2, 1893, is still under observation. The last re- 
port from her husband (who is a physician of unusual 
ability), contained in the article referred to, was for Oct. 26, 
1893. The amount of menstrual flow was normal in quantity, 
lasting but a few days. The pain was slight. By referring 
to the preliminary report it will be seen that chis patient 

ad been an invalid. She flowed excessively and almost 
constantly. The tumor was about the size of a four months’ 
gravid uterus. The pain at and following the excessive flow 
was excruciating. The next report was, in January, 1894: “I 
have to report,” the husband says, “that Mrs. X. menstru- 
ated from December 19 to 24. That the amount was about 
the same as before, i. ¢., ype! above normal. Pain rather 
excessive for two days (possibly due to rheumatism and 
neuralgia). After flow had ceased I examined, and found 
ligature in vagina and also small sinous opening to left side 
of cervix. Since then there has been slight discharge from 
same. She had been suffering some pain at that point, no 
pain since ligature came away.” He adds enthusiastically : 
“Taken all in all, the result so far is a grand success. Jan. 
17, 1894, he writes: “Mrs. X. is up to-day (the fifth day) 
after the easiest menstruation she has had in her life—pain 
moderate and on one day. This in face of the right side 
still discharging. In the next two months I expect to have 
awell woman. The uterus is now practically normal.” 


Dr. Wm. H. Humeston, of Cleveland, Ohio, reported 
to me in private correspondence the following inter- 
esting case bearing on this subject. The case was 
afterward published in .the Western Reserve Medical 
Journal, of Cleveland. He says: 


“T had an extreme case in a lady 47 years of age. The 
tumor is as large as one’s two fists—an interstitial fibroid. 
She was reduced to the lowest extremity, exsanguinated, 
frequent attacks of syncope and constant flowing for three 
months. It was outof the question to do any ther opera- 
tion. I ligated the left uterine artery and a good portion 
of the broad ligament. Ihad some difficulty but not a great 
deal. I believed, on account of her bloodless condition, 
that if I ligated both sides she might have had subsequent 
sloughing. She has done exceedingly well. Flowed a little 
for two days following the operation but none since. Her 
condition is rapidly improving, appetite,strength and blood 
or ga I shall not do the other side unless occasion de- 
mands. I indorse your operation heartily. It is reasonable 
and practical.” 

LAST TWO CASES—(NOT PREVIOUSLY REPORTED). 

Case ?.—Mrs. 8., aged 35, from Denver, Col., with a uterus 
about double the normal proportions, containing two or 
more centers of development and of an extremely hemor- 
rhagie tendency was the seventh case operated on. The 
case had been treated unsuccessfully by curettement, elec- 
tricity and the ordinary remedies for checking uterine 
hemorrhages The uterus was retroverted but tee from 
adhesions. The patient was prepared carefully, and at the 


~Woman’s Hospital,on Noy. 11, 1893, I ligated the base of both 


The) 


re-unite 
laparotomy had been unsuccessfully performed—neither | 


broad ligaments, and shortened the round ligaments. The 
uterus was drawn well down, and each broad ligament after 
incising the mucous membrane covering them in the vault of 
the vagina, was dissected free from the bladder and rectal at- 
tachments and then ligated with two strong silk ligatures. 
These ligatures were placed high enough to inciude the uter- 
ine artery and all its branches, and all of the contents of the 
base of each broad ligament. The ligatures were cut short 
after they were tied, the mucous membrane of the vagina was 
with a running catgut ligature, the vagina packed 
with iodoform gauze. The round ligaments were then short- 
ened and the uterus left in a position of anteversion. Three 
days later the gauze was removed from the vagina, an anti- 
septic douche was given and a Smith-Hodge pessary was in- 
serted. The antiseptic douches were then continued daily. 
The first menstruation was due four days after the operation. 
It did not appear. The second menstruation also failed to 
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appear, notwithstanding the fact that menstruation had_ 
ordinarily been exhaustive. 

One of the wounds caused in the operation for shortening 
the round ligament suppurated, and necessitated the patient | 
remaining in the hospital until the latter part of January. 
The patient complained of dizziness about the time when 
the menstruation was due. This symptom continued with. 
different degrees of severity for some time, gradually disap-. 
pearing. February 13, three months after the operation, 
the first flow appeared. The patient writes: “First men- 
struation came on the 18th of this month, without pain, bnt | 
for first two days. Since then, has continued 
including to-day (the 18th). Discharge light.” | 

March 19, 1894,the patient reports: “Am feeling fairly well | 
this month. Had pain in back with last menstruation which | 
commenced March 18. First three days quite profuse; last 
four days very little. No dizziness this month.” 
she writes: “Menstruation came four days in advance of. 
schedule time; continued one week. Am in fairly good 
health.” 

Case 8—Mrs. Z., Museatine, lowa. About 35 years of age. 
Nochildren. Multiple fibroid of uterus approximating in size | 
a four months’ pregnancy. Hemorrhage profuse, followed for | 


April 


a week by excruciating pain, Patient became extremely 
ensanguinated at each menstrual period. Frequently the 
flowing would last for two weeks. The uterus had been 
curetted. Electricity failed to control the hemorrhage and 
only partially modified the pain. The irregularity of the 
uterine eanal undoabtedly accounted for the failure of the 
electricity. Noy. 28, 1893, the patient submitted to my ope-. 
ration for ligation of the broad ligaments. The tumor was 
developed more to the left side into the left broad ligament. | 
I succeeded in separating the broad ligament for a height | 
of two inches. On the right side a large double ligature 
was employed, while on the left side first a double and fin- 
ally a second one higher and farther away from the uterus_ 
was applied. The ligatures were cut short, the vaginal | 
vault closed with catgut, and the vagina packed with iodo-. 
form drain. The first menstruation was due three days fol- | 
lowing the operation. A slight watery discharge occurred | 
instead of blood. Two days following the operation the 
patient complained of pain similar to that which ordinarily | 
occurred after menstruation. Feb. 1, 1894, the patient’s | 
husband writes: “She commenced her menstruation Janu- 
ary 25, and it has continued until to-day, February 1. One 
day less than last time. Had one day of some pain,—not 
bad. She is getting stronger and can get around the house 
without being very tired,although she has not yet ventured 
out.” February 26, the report is: “Mrs. Z. was sick this 
time six days, the same as last time. Had considerable 
pain, two days of which was very severe, the same as she 
complained of before the operation. She is getting alon 
very nicely. She is now able to go out, and takes a walk 
every day.” March 26, the husband writes: “I am ready to 
make another report but not as good a one as I would like. 
Mrs. Z. was sick on time and the flow was very little com- 
op to what it has been, lasting but three days; but she 
ad a great deal of pain—some before she was sick, and it 
was quite bad for two days after the menstruation. .... 
Everything seems to be working very well if she could only 
get rid of that pain.” April, menstruation still decreasing 
in quantity. The pain decreasing. “There was one day of 
ain,” the husband writes, “and the flow did not amount to 
ut very little.” May 6, he writes: “Mrs. Z. has been feel- 
ing splendidly all this last month. Last week was her time 
to be sick again. The flow did not amount to anything, 
ust enough toshow..... In regard to her general healt 
it is excellent. Eats well,sleeps well and goes out every day 
the same as other women. 
of flesh and a little more.” I examined the patient May 19. 
kone a was reduced in size one-half. Patient in perfect 
ealth. 


Has gained her natural amount. 


GENERAL CONCLUSIONS. 

1. In hysterectomy we have an operation which is 
bearing the test of time well; in selected cases in 
the hands of well trained men it is the only absolute 
cure yet demonstrated for a certain class of fibroids. | 

2. The objections to hysterectomy as a cure for. 
fibroids are, the long training necessary to safely 
equip an abdominal surgeon for this most formida-. 
ble of pelvic operations, the great rate of this opera-. 


trial. 


lowing otherwise successful hysterectomies, its inap- 


plicableness to extremely exsanguinated and other- 
wise reduced patients, and finally its inevitable death 


rate of at least 5 per cent. in the hands of expert 


surgeons. 


3. Removal of the appendages as an operation for 
fibroids is usually unsatisfactory, and should not be 
resorted to except as a last resort in a complicated 
case where the abdomen has been opened for the 


purpose of removing the uterus, which operation for 


some reason has proved impracticable. 
4. If the appendages are removed for the purpose 


of establishing an artificial menopause and for the 
purpose of reducing small fibroids by modifying 


their nutrition, make sure to include in the ligature 


the main channel of the ovarian artery. 


5. Vaginal ligation of the base of the broad liga- 
ment for fibroid of the uterus is an operation still on 
As far as we have history of cases to back the 
theories of the operation it has stood the test. 

6. Vaginal ligation of the broad ligament is a 


minor operation from the standpoint of mortality, 


and it is a minor operation from the standpoint of 
immediate and remote shock to the patient. It can 


be performed on any patient without risk, in almost 
any condition of physical prostration or weakness, 
so long as she is capable of taking an anesthetic. 


7. The operation is prompt in saving blood. It 
succeeds in cutting off one-third more blood to the 
uterus than does the Battey-Tait operation. Theo- 
retically and practically it immediately checks uter- 
ine hemorrhages, and at once begins the diminution 
of the myoma by depriving it of its nourishment. 

8. The operation of ligation of the broad ligament 
does not leave an abdominal scar, does not unsex 


the woman, as does both hysterectomy and the Battey- 


Tait operation. 

9. There are no good reasons why ligation of the 
broad ligament should not be an early procedure in 
all conditions of uncomplicated fibroids of the uterus 
in which the operation is practicable, even though in a 
few cases, subsequently, a more radical operation 
might be necessary. 

10. The operation of vaginal ligation of the broad 
ligament is practicable in all interstitial or moder- 
ately subperitoneal fibroids in which it is possible 
by careful dissection to expose the base of the broad 
ligament high enough to include in a ligature the 
uterine artery and its branches. 

Venetian Building, Chicago. 


DISCUSSION, 


Dr. McCaut of Mich—I have watched the evolution of 
this subject with a great deal of interest from the early 


methods of removing fibroids to the ideal and complete 
method, as described by the gentlemen here to-day. If that 


method can be made a success in all operations, it certainly 


is as nearly ideal as we could wish. 


The method I have pursued mostly has been the abdomi- 
nal method, although I felt at all times that that was not 


an ideal perfect method. I have in a few instances removed 
the entire uterus by complete ligation of the broad liga- 


ments. That operation has probably been done by Dr. Mar- 
tin, of Berlin, more frequently than by any other of this 
class of operators. I saw Dr. Martin perform that opera- 
tion a great many times, and on very large tumors, and very 


difficult ones; ligating the whole of the broad ligaments 


tion in the hands of the tyro, the long prostration, from above downwards, and removing the whole of the 
accompanied frequently with nervous symptoms fol- uterus. His success in that operation was, perhaps, as good 
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as we could expect in the character of cases he had to deal 
with. Stillthe mortality was large. 

Our President, in removing the whole uterus with- 
out using any ligatures except on the upper part of the broad 
ligament, leaving the uterine arteries entirely in the pelvis, 
gives us the ideal operation. Still 1 suspect in a great many 
of the cases that we have to operate upon we will not be 
able to do that as nicely as our President has done in the 
eases he has reported to-day. I knowit must be a very diffi- 
eult operation where there are large masses in a broad liga- 
ment—very difficult to get around those, and very difficult 
to enucleate the whole mass without opening the tissue of 
the tumor or without disturbing the capsule of the tumor. 
If we do that we get hemorrhage, and in either way there is 
difficulty. 

The time has not been sufticiently long to say anything 
with regard to ultimate results in my own cases. Present 
results are very good. I think I shall make use of this ope- 
ration much more frequently than any other, where we get 
our cases early, provided the results prove to be as good as 
described by Dr. Martin to-day. It is certainly the best con- 
servative method we have. 

As Dr. Martin has said, the great difficulty has been that 
we have not tied deep enough and close enough to the 
uterus. It would be well in many cases to tie as close as 
possible to the uterus; tie deeply so as to involve the whole 
of the ovarian artery. In a certain number of cases an ope- 
ration will arrest the menstruation and arrest the develop- 
ment of the growth of the tumor, and be a success. 

Dr. Martin’s operation is more simply and easily per- 
formed, and certainly will diminish the quantity of blood 
going to feed the mass in its growth, and I think by that 
operation performed very early, in a large number of cases 
it would save the trouble we might have afterwards. 

Dr. Beverty MacMoneate, of California—I feel that it is 
necessary to bring out all we can on this important subject. 
All the modes of treatment known to us have been gone over 
by these distinguished gentlemen. I regret that I was not 
here in time to hear the paper of our distinguished President. 
Therefore I can not say what I think of his operation, as I do 
not exactly understand it. However he made a small report 
in one of the journals, which I had the pleasure of reading, 
which leads me towards the direction in which he is work- 
ing. I can say that an operation which leaves no ligature 
in the abdominal cavity, an operation which causes no more 
hemorrhage than his does is most commendable, and as safe 
an operation as can be done in the abdominal cavity. 

I want to bring before you the question of malignant 
degeneration, which has not been brought out, that I have 
heard. I have enjoyed very much Dr. Martin’s paper on his 
operation for tying the uterine arteries and not resorting to 
total extirpation. It is our duty to consider our patients 
always, and in order to do that we must give those patients 
the benefits of the least dangerous treatment; we must 
combine the different methods of treatment and give such 
medicines as seem to add to the good results of the case. 
We want to have at our disposal an operation which shows 
no deaths. I think it is possible that we might combine the 
three methods and get a result even better than what our 
friends here have attained. 

But the question in my mind is whether there will be 
malignant degeneration after tying the arteries. The ope- 
ration is more or less experimental. What the result will be 
we will have to wait and see. The reason I raise this point of 
malignant degeneration is that I have had the misfortune 
to continue with my electric treatment so long that I have 
turned, as near as I can judge,a fibroid tumor intoa malig- 
nant type. I have recently operated on a girl whom I have 
treated for a good while. I treated her -with electricity for 


a period of two or three years, giving her always benefit 
and comfort and relieving her hemorrhage. The tumor ap- 
peared to grow softer. Eventually she became so ill that 
she came to me to perform a radical operation. The elec- 
tricity had possibly been applied too strong. I removed the 
uterus entirely. I tied the ovarian and uterine arteries and 
drained through the abdomen. 

Now understand me that I mean the possibility of malig- 
nant degeneration is an argument against Dr. Martin’s ope- 
ration, but I think we should have this point in view. There- 
fore I ask Dr. Martin to give us another report later on, 
whether or not after reducing the tumors by the abdominal 
method there is simple degeneration of the tumor or malig- 
nant degeneration. 

I can not criticise the President’s operation in any way, 
and from what I know of it I have nothing but praise for it. 

The fixing of stump outside of the abdominal wall is an 
operation that is still supported by our best men and should 
give us the best results. Dr. Keith,whom we ought never 
to forget to mention, has done most of his surgery in this 
way. His results are better than mine, I am sorry to say. 
But they are enough to justify us in following this method 
if we are not accustomed to workinginside the abdomen. I 
don’t want to disregard that operation entirely, because I 
feel that it has been the means of letting me out of a tight 
place and saving my patient’s life. 

If we have a uterus the tumor of which is growing and the 
hemorrhage is so great that we are about to lose our patient, 
it is necessary to remove the tumor by the abdominal sec- 
tion and total extirpation. The operation and results of Dr. 
Baer are good. He leaves an aseptic stump, and opens a canal 
so as to prevent drainage into the abdominal cavity and 
create poison. That operation I have not done myself. 

We have neglected to mention an operation (which I tried 
once or twice and found very satisfactory) called the extra- 
peritoneal method, and which is described by Dr. Gough. In 
my cases I had good results. The objection I have had to it 
is the time it requires, and exposing the patient during the 
operation. 

I want to ask a question of Dr. Smith in regard to the use 
of electricity, and that is if in his treatment he punctures 
the tumor. I do not do so. 

I also have a question to ask Dr. Martin, and that is, if a 
woman can become pregnant after this operation of tying 
the uterine arteries. We have still remaining the ovarian 
arteries and the Fallopian tubes supplied with their natural 
amount of blood. If the woman does become pregnant will 
injurious results follow? 

Dr. Marcy, of Boston—I labor under a disadvantage in 
not having heard these speakers, and yet it is possible there 
is something to be gained. Sidney Smith once declared it 
was better for him to review a book before he had read it 
as he was then entirely unprejudiced. Therefore lam in a 
state for discussion. I have thought and written a good 
deal upon these subjects, and an experience through two 
decades has caused me to have some pretty positive ideas as 
to the treatment of fibroid tumors. We have all been co- 
working in these directions for a good many years. 

A word in regard to electricity: In a very early day when 
Dr. Cutter, of New York, used electricity in the treatment 
of tumors, I had my own experience. I saw patients go to 
their deaths that I had myself put in the hands of these 
masters, and I became satisfied that the use of electricity as 
thus applied was not a wise procedure. 

Some of you may remember that when the International 
Congress was held at Washington I presided over the Sec- 
tion on Diseases of Women. Some of the strongest advyo- 
zates of this system were present, and all were anxious to 
give their experience. It was an experience meeting day 
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to those who were present and will never be forgotten. I 
returned home a convert to this new method of treatment 
I used this treatment and I had an experience that I might 
summarize in two or three sentences. I do not declare that 
patients were not benefited, and that means a good deal; 
but I will also say that I discourage the application of elec- 
tricity in the arrest of the growth of fibroid tumors almost 
without exception. We may regard these cases from one 
or two standpoints: 

1. If the case is or is not operable. If it is an operable 
case, we may divide it into several classes. In a case where 
the tumor is small and the patient is young the probabilities 
are that small tumor will be larger; that patient will be-. 
come an invalid, and by and by there will be regret that we | 
have neglected an opportunity most favorable for her relief | 
or hercure. This class of cases I believe are best treated 
by abdominal operation; by ligation of the vessels and the 
removal of the appendages. I think we have a large con- 
sensus of opinions in this direction and that it is wise teach- 
ing. Itis an operation that should be encouraged. This 
operation of Dr. Martin’s is in this direction. In small 
fibroid tumors it is not dangerous to remove the appendages. 
In larger growths from my own experience I am positively | 
of the opinion that this operation ought not to be performed | 
without the removal of the appendages. If the patient is a 
well woman and comparatively young and the growth is 
increasing, then I am sure the President of this Section, and | 
the men whom I face in discussion will agree with me that. 
it is wise to remove it. But why is it that this has so slight 
a hold on the profession? It seems to me that we do not 
have the ability to treat the wound as we would like to, 
for the reasons that we are fearful of hemorrhage first, and 
that there may be something left in the abdominal cavity 
which will prove injurious. 

You and I know full well that the class of cases we can 
thus treat are the exception, and that we must have some 
device that shall enable us to remove those growths that 
fill and crowd in such a way that the functionary organs 
can not goon. And we are driven to one or two extremes 
in treating those cases. One is advocated by your Presi- 
dent. I give it full approval in certain cases. I believe the 
results are admirable. I believe ideal surgery is the one 
that gives the greatest number of cases the greatest possi- 
ble relief. 

I have for a long time felt it was not necessary to open 
the vaginal cavity for a variety of cases. In this method 
advocated by the President the abdominal incision is at 
once closed, and that ends the operation, and drainage tubes 
may be avoided. 

This subject is so large that I hardly know what to omit 
in the discussion. In these cases a great many things have 
to be taken into account. But when it is determined that 
there is a foreign body in the abdominal cavity I think it is 
better to remove it. I know there are dangers; and yet 

that is the reason why we discuss these questions to-day, so 
that we may minimize our dangers. As we look back we 
see that every year adds very materially to success in treat- 
ing this class of cases, and the percentage of cures increases. 

Dr. MontrGomery—I feel we are greatly indebted to the 
President for his excellent presentation of his method of 
operating. He has shown us how to do away with the liga- 
tures, but I must confess that in performing operations of 
this kind I feel much safer in having ligatures applied to 
the uterine and ovarian arteries. I have used two ligatures, 
and cut away the uterus without any subsequent hemorrhage 
or trouble. 

There are a number of cases in which it is impossible to 
perform an operation and leave a stump, the uterus has been 


so taken up by the large growth of the organ. In my ex- 


perience I have found it better to have a cervix left. We 
are then certainly much better able to sterilize and render 
clean the vagina, and to insure thorough and complete 
drainage. When we consider those cases in which we may 
be able to leave a small stump, we find that those patients 
who have had the uterus removed through the vagina sub- 
sequently experience no inconvenience for want of support. 

This operation of Dr. Martin’s has many advantages in 
cases where hemorrhage is a source of danger; those cases 
where it may not be thought desirable to resort to so severe 
an operation as the removal of the entire organ. In such 
cases if may serve a very useful purpose. In such case, 
however, it would be a question with me whether the patient 
would be safe in an operation by ligating the uterine artery 
upon either side and ligating an ovarian artery upon one 
side; whether the removal of so large a supply of blood 
from a tumor of considerable size would not be dangerous. 
But the fact that it has been done and the patients have 
recovered is certainly a better demonstration than any the- 
ories upon this subject. 

With regard to the application of electricity, | am very 
glad that Dr. MacMonegle has spoken of the danger of 
malignant degeneration. In my experience I do not think 
that the application of electricity to the uterine canal is a 
safe method of treatment; it causes irritation of the mu- 
cous membranes, it seems, which is not beneficial. 

I would like to ask Dr. Martin if he has had experience 
in the use of electricity in treating fibroid tumors. 


PLACENTA PRAVIA—A PLEA FOR 
ACCOUCHEMENT FORCE. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annual Meeting of the American Medical Association, 
eld at San Francisco, June 5-8, 14. 


BY LLEWELLYN ELIOT, A.M., M.D. 
WASHINGTON, D.C, 

At the last meeting of the Section of Obstetrics 
and Diseases of Women, | presented a paper, “Ac- 
couchement Foreé in Certain Obstetric Complica- 
tions,” and mentioned placenta previa as one of the 
complications. (See JourNnaL, Vol. xxi, September, 
1893. ) 

It will not be necessary to speak of the causes or 
the symptoms of placenta previa, nor shall | refer 
to statistics to show the relative frequency of cen- 
tralis, marginalis, and lateralis, or the mortality of 
the mother and the child, since statistics collected 
upon this subject are misleading. All varieties are 
usually included under the general heading, placenta 
previa. Next to a case of puerperal convulsions, 
this is the most appalling accident to be met with in 
the lying-in room. Called, as we are, only at or after 
the occurrence of hemorrhage, there is little time to 
draw the lines of fine distinction. Time is only for 
action, and upon that action frequently depends the 
lives of two human beings. To tampon will stop the 
hemorrhage so far as external appearances go and 
will lull the medical attendant into a feeling of false 
security, while delivery frequently increases the hem- 
orrhage, during the time of delivery. Many perform 
version, bringing down the feet,so as to tampon with 
the child’s body; others proceed to immediately 
dilate the os and force delivery. 

I believe no woman should be allowed to continue 
to suffer from these hemorrhages after the child has 
reached the age of viability, but that she should be 
delivered in accordance with the severity of the hem- 
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orrhage. This I consider conservatism, for it is just 
as possible and as easy to resuscitate a child in the 
seventh month, when it has not been subjected to the 
effects of repeated hemorrhages, as it is to resuscitate 
one that has been subjected to the effects of these 
hemorrhages in the ninth month. The woman, cer- 
tainly is in a better condition before these losses, to 
withstand operative interference. 

Cesarean section, as recently successfully per- 
formed by Dr. A. C. Bernays (JournatL, Vol. xxii, 
May 12, 1894), is an operation I would hesitate a 
long time before performing for this trouble. The 
same applies to the Porro operation. 

We all admit, even its most enthusiastic advocates, 
that there is danger in performingaccouchement forcé, 
that serious accidents may occur, that it may become 
abused and thrown into disrepute by adoption by 
every one engaged in medicine; still should a cervix 
be lacerated an immediate trachelorrhaphy may be 
done by placing the woman upon her back, drawing 
the uterus well down and introducing our sutures; 
should a rupture of the uterus occur an immediate 
laparotomy and suturing the rent will be necessary ; 
septic infection may occur through use of dirty hands; 
hemorrhage may be continued through division of 
the circular artery, but this can be controlled witha 
ligature. But on the other hand, in natural labors 
how many times will the cervix be lacerated with 
forceps, or the passage of the child’s head and 
shoulders; how many times will the uterus be rup- 
tured; how many times will septic infection occur 
even in the practice of the most rigid follower of 
antisepticism ; and how many times will the circular 
artery be injured? I believe they will occur as fre- 
quently in the one case as in the other. Even should 
these accidents or any of them follow accouchement 
forcé, does it in the least militate against the ope- 
ration, in the proper hands? Accouchement forcé is 
a simple operation ; its performance requires patience 
but boldness with entire confidence in his ability on 
the part of the operator. The fingers are introduced 
one after the other into the cervix and separated to 
their fullest extent; the uterus contracts, the hemor- 
rhage checks and labor is terminated very shortly, 
either spontaneously or with the forceps. The fingers 
appreciate the dilatation as it progresses and do not 
therefore exert any undue force. To me, nothing ap- 
pears simpler. The difficulty we will most frequently 
meet is an old cicatrized os, which will give way to 
patience on the part of the operator. Whether to 
give an anesthetic—chloroform—or not, will rest 
with the operator, although chloroform is believed to 
increase the danger of relaxation of the uterus after 
delivery. I should be guided in its administration 
by the suffering of the woman. The child is born, 
the pressure is relieved from the bleeding points, and 
the uterus is usually relaxed; if hemorrhage again 
occurs, we must resort to active measures to contract 
the uterus and stop the bleeding. Fluid extract of 
ergot in drachm doses, irrigation with hot or cold 
water, pressure, introduction of ice, electricity, mas- 
sage, or better still packing the uterine cavity with 
iodoform gauze. Rectal injections of strong infusion 
of coffee, or of a solution of table salt will assist in 
reviving the patient. 

While obstetric text-books, in general ignore this 
method of treatment, it would be much better were 
more attention paid to it. 

1106 P Street N. W. 


DISCUSSION. 
Dr. EscuetmMan—I do not want to talk myself; I am not 


accustomed to talking. But I recollect many years ago in 
Philadelphia, we had a doctor there, now deceased, who 
would start up and talk and take a false position just to 
start the boys talking. I will try and do the samething. In 
Philadelphia where I practiced medicine—(I am now in 
California for my health, and have been more or less for 
seventeen years, and of course Iam far behindineverything ; 
but on the subject of placenta previa I have taken consid- 
erable interest in my practice,) it was my misfortune to be 
called to attend a case that was in the care of a homeopathic 
physician, and not caring to take the responsibility too 
much on myself and not having much experience with 
placenta previa I sent for Dr. Ackley or Dr. Wilson. Well, 
the gentleman who was sent brought both by mistake so 
that there were three of us together there. It proved to be 
twins, with the placenta previa presenting great difficulty 
on account of the interlocking of the children, and our 
patient died after ten days. 

This case set me to thinking considerably on the subject, 
and with some prejudice I had against placental delivery I 
made my mind that the forceps was the best instrument in 
placenta previa, and for the purpose of preventing hemor- 
rhage to use the child as a tampon. In watching these cases, 
however, I found that there was a great deal more placenta 
previa than I had ever dreamed of before. A good many of 
my miscarriages were placenta previa, and in a large num- 
ber of cases they are generally disposed of in that way by 
hand ; but my experience is that with the os uteri dilated, I 
have never had any trouble in introducing a narrow-bladed 
forceps,grasping the head, bringing it down upon the placenta 
and using it to tampon and check the hemorrhage and de- 
liver with labor pains gradually a living child. That is all 
that is contained init. Dr. Davis, of Wilkesbarre, read a 
paper before our State Medical Society assembled in Phila- 
delphia, and after dwelling considerably upon that (he was 
the principal consulting physician as I understood in ob- 
stetrics, in Wilkesbarre, had met a large number of cases 
and made it his study) he ended up by saying that the whole 
credit of this method in the delivering and treating was due 
to myself. I have thought during these many years that I 
have been out of practice that it would be interesting to me 
to hear something of placenta previa, and maces how the 
profession are treating it now. 

Dr. Wutrney, of Oregon—I rise to speak because I want 
to ask for information. About four weeks ago I had my first 
ease of placenta previa. That was a case of placenta later- 
alis. While I did very well with that case, saving both the 
life of the mother and the child, yet it has made me think 
moro about these cases and I would like to know more about 
what I would do if I had a case of centralis. This paper 
does not talk very much nor give us a great deal of infor- 
mation on centralis, and I would be glad if some one would 
discuss that phase. 

Dr. Cuesney, of Philadelphia—One naturally has some 
hesitancy in discussing a paper when the writer thereof is 
not present to close the discussion. The paper is valuable, 
if only that it brings before us for consideration one of the 
most practical subjects that we have to consider in our daily 
work. Fortunately, indeed, it comes rarely to any one of us 
to meet such an emergency. I have in the past when en- 
gaged in the active duties of an obstetrician had a number 
of instances where such difficulties were presented for my 
immediate action. It goes without saying that none of the 
many emergencies that come before the obstetrician, present 
graver causes for alarm than the terrible hemorrhage 
which may meet him at the threshold of such a case. He 


then has no time for the weighing of nice distinctions, and 
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he must necessarily in many cases—in all cases—employ 


it seemed remarkable then and there was really no explana- 


such means as will enable him rapidly or as rapidly as possi. tion for it—he made this statement, that he had noticed that 


ble to dilate the cervix. It is a question of comparative 


Dr. Eschelman stated who quoted from Dr. Levinger, for- 
merly a distinguished practitioner of Philadelphia, they are 
eases of lateralis where the placenta does not very ma- 
terially interfere with the delivery of the child, when a cer- 
tain degree of dilatation has been obtained. But practically 
it comes down in my opinion to this—that we must as rapidly 
as possible dilate, turn and deliver; and in the case of the 
question that was asked by the doctor from Oregon, the case 
of central implantation, it is my opinion that the finger and 
then the hand of the physician should rapidly pierce through 
the placental mass and if possible bring down the child as 
a uterine tampon. It will not materially delay delivery, 
and will of itself be the best dilator; and as was also re- 
marked it will frequently be found that the first hemorrhage 
will increase the dilatability of the cervix, if it had not been 
found already somewhat considerably: dilated, and that 
comparatively little difficulty will be found in its further 
dilatation and in the delivery. There is no criticism at 
all as tothe many means suggested for the after treatment 
of the hemorrhage, save that very few of them are at our 
command at that time. The rapid massage of the uterus 
through the abdominal walls, the injection of copious quan- 
tities of hot water, as copious as will be permitted by the con- 
traction—the hoped for contraction of the womb—the intro- 
duction either by the mouth, of hypodermic injection of 
strychnia, or strychnia and ergot, will ina great majority of 
cases answer every purpose. I would, however, feel disposed 
to note the suggestion or information of the writer that 
there is little danger or comparatively little danger to the 
child after seven months’ gestation, that is in regard to 
resuscitation. On the contrary, I think there is great danger 
in all cases of placenta previa, but particularly where 
hemorrhages are manifested comparatively early—great 
danger to the child in its delivery. : 

‘Dr. Martin, 6f Chicago—I can not discuss this question 
intelligently, Mr. Chairman, but like the doctor from Oregon 
I would like to ask one question. We have here practical 
obstetricians; I see a number of them, and in the last year 
or eighteen months we have been startled by the reports of 
Cesarean section for placenta previa; in the last ten years 
from time to time we have been ‘met by propositions that 
at first seem equally as startling as ‘this, and I would 
like to ask the question simply to bring it up for discussion. 
You must remember that the gynecologic department of 
the American MEpIcaL AssociaTION ought to take the lead 
in the discussion of all such matters, and I would like to 
have that point dwelt upon by some of the practical obstet- 
ricians present. I,also, with the doctor who has just spoken, 
am sorry that the author of the paper is not present. I 
remember last year at Milwaukee he read a paper advocat- 
ing the gradual dilatation of ‘the cervix by the fingers, 
and it precipitated a very lively discussion which was taken 
part in by Howard Kelly and a number of the other lights 
of the Section ; the whole point gathered around those finger 
nails, and it brought up the old discussion of antisepsis, and 


cedure before a mixed society or advocating such a procedure 
before a mixed society. And while it does not seem neces- 
sary any longer to insist upon cleanliness in obstetrics, at 
the same time there is that element of danger to any one 
who should be alittle careless; and the whole question, 
then, of the cleaning of the hands came before the meeting 
for discussion. I remember twelve years ago in a clinic 
given in Mercy Hospital by Dr. Quine; one’ of the most 
brilliant physicians of Chicago, he made this statement, and 


-antisepsis in every procedure. 
the danger it was stated there was, of bringing such a pro- 


after delivery, in all cases where it became necessary to in- 
safety with himthen. Many of the cases I think are just as 


troduce the hand in the uterus, that fever invariably fol- 
lowed. We know now what that means. And the question 
of importance is, now, Do we know all of us what it means? 
It means simply that we must watch our hands, that we 
must wash our hands, not only a minute, or a minute and a 
half, but that we should prepare them with the same care- 
fulness that we prepare them for a laparotomy; and a phy- 
sician in general practice can not prepare his hands for 
laparotomy with soap and water, one of the best methods of 
preparing them, without employing some twenty minutes 
ora half an hour. Any man, to assist in laparotomy, must 
employ not less than twenty minutes with a scrubbing 
brush and nail brush, with a file and with hot soap and 
water. AndI believe that if we would adopt the method 
adopted in the Johns Hopkins Hospital for these cases, we 
would be more certain of cleanliness, and that is to wash 
our hands first until they are thoroughly mahoganized in a 
saturated solution of permanganate of potash until this 
matter is thoroughly scrubbed into the hands, then with a 
saturated solution of oxalic acid we should thoroughly serub 
it off—not entirely, because of the cleansing power of the 
permanganate of potash and of oxalic acid, but to insure 
thorough scrubbing. Andin any post-graduate work where 
we are obliged occasionally to ask men whom we are not 
acquainted with, to assist in important operations, I always 
insist upon that preparation of scrubbing in order that the 
hands should be thoroughly cleaned; not that we would be 
any better prepared after half an hour’s scrubbing but that 
insures the scrubbing. Therefore in this method of pro- 
cedure if it is the proper method, the one point most to be 
borne in mind is that the hands must be thoroughly cleansed. 
I hope some one will discuss the point of Cesarean section. 

Dr. Montacomery—After having the privilege of hearing 
this paper on placenta previa, I will say that it is one in 
which I for a long time have had a great deal of interest. It 
is the one condition in which I think that.the life of the child 
should not be considered, but that the life of the mother 
should take the first consideration. Whether you consider 
particularly placenta previa, lateralis or centralis, you have 
the woman in a condition where hemorrhage begins early, 
probably the fifth month; where she is likely at any time 
to have hemorrhage so serious as to endanger if not to take 
her life, it is unwise it seems to me to temporize in such a 
condition. Just as soon as the diagnosis of placenta previa is 
established, in such a case the product should be evacuated, 
running no risks, of the life of the individual being endan- 
gered. In those cases in which the hemorrhage takes place 
later in the period of gestation, in those cases in which it is 
evident that the placenta previa is one of lateralis rather 
rather than centralis, in which the hemorrhage is slight, we 
may then possibly temporize, taking occasion to provide 
against a serious emergency. But even in such a case it is 
wise to bring on premature labor, not permit the patient to 
go on and take the risk of completing the full term of ges- 
tation. The important consideration is that of thorough 
It is well recognized that 
the nearer we bring an obstetrical case to the surgical 
stand, the better will be our result, and the less frequently 
will we have the unpleasant sequel to follow it. In these cases 
we may readily and rapidly produce labor by placing the 
woman under anesthetic, introducing the finger into the 
cervix, dilating gradually until first one and then two fingers 
get introduced, rupturing the membrane, turning by Brax- 
ton-Hicks method, and drawing this into the cervix. This 
of itself prevents hemorrhage and enables you to control 
the subsequent operation. 


220 


DISCUSSION ON PLACENTA PRAVIA. 


[ Aveust 11, 


I don’t think that the operation of the Cesarean section or 
the Porro operation, as was suggested some years ago, is 
necessary or advisable in placenta previa. I don’t think 
that we should consider the life of the child asa matter of 
great importance, when we realize the great frequency of 
the death of the mother and child from such a condition. 

Dr. Newman—Some one asked in regard to the treatment 
of cases of placenta previa centralis. As the previous 
speaker, Dr. Montgomery, has said, there is little question 
but what those ought to be treated after the Braxton-Hicks 
method, that is, immediate perforation of the placenta with 
one or two fingers, turning and delivering, the child to be 
used asa tampon. Here we check the hemorrhage imme- 
diately, whereas it is frequently at the sacrifice of the child. 
It is the most prompt, safe, and I think generally recognized 
method of handling those cases. Certainly a case of so great 
importance as a case of placenta previa, should be treated 
strictly on surgical principles, as all obstetric cases ought to 
be. The surgical conditions are only properly performed by 
having everything necessary the same as we have in 
capital surgical procedures, and we have a lying-in room 
for such cases as those. We should by all means have 
the woman on a table. Do not attempt todo turning or 
difficult obstetrical procedure with the patient lying in bed. 
There are more advantages than one in having the woman 
on a proper elevated surface, where you can do what you 
try to do easily and much more efficiently. A word in re- 
gard to the anesthetic. The author of the paper hesitates 
about using an anesthetic. I think that hesitation is well 
founded, certainly as regards chloroform. Chloroform is a 
dangerous anesthetic after extreme hemorrhages. Many of 
these cases are such that chloroform acts badly. An exsan- 
guinated condition is extremely dangerous to the use of 
chloroform. I think, however, that better work is done 
ordinarily under an anesthetic than without it, but ether 
should be the anesthetic under these circumstances. It is 
a very profitable subject and I wish more would engage in 
its discussion, as it is extremely useful for the practitioner 
in rural sections. I think the treatment in rural sections 
must be a decided, prompt, efficient and surgical procedure. 
In our hospitals or in large centers where we have nurses, 
capable nurses, almost equal perhaps to a physician in man- 
aging obstetric cases, sometimes perhaps we can temporize, 
certainly in placenta previa emergencies; but we can not 
do so in rural sections where the woman’s life is in danger 
at any hour of the night or day. After the discovery of the 
condition, the woman should be delivered as promptly as 
possible, certainly so where good attention can not be had 
in constant atendance. 

Dr. Garrison, Illinois—I for a long time have wondered 
why we in the rural sections did not have as much septi- 
cemia as we did in the hospitals. Dr. Price, of Philadelphia, 
explained the matter; he said our soap was better; we used 
home-made soap. Supposing I should be called ten miles 
to attend a case of placenta previa, I would not probably 
have any permanganate of potash in my case. Should I go 
back to my office and get it and scrape my hands twenty 
minutes when the woman is dying? No; I keep my soap 
for the rural districts in the kitchen perhaps, and scrub my 
hands thoroughly and my woman goes through without any 
septicemia. 

Dr. Wes.ey, California—In a practice of a little over fif- 
teen years in general practice, 1 have met with some fifteen 
or twenty cases of placenta previa. I have adopted differ- 
ent methods in treating those cases, sometimes perforating 
the placenta, getting hold of a leg and bringing it down for 
the purpose of tamponing and arresting hemorrhage. Prac- 
ticing in a rural district where we are frequently called fifty 
miles, we find the patient often exsanguinated when we get 


there. There is no chance then tosave the life of the child; 
the child is already dead. We must not take the life of the 
child into consideration at all; and I believe in that class 
of cases that Dr. Simpson’s is the, proper treatment: To 
at once detach the placenta entirely, bring the placenta 
down, then stimulate the uterus and get the head down,do 
not turn at all, put on your forceps and deliver the woman. 
In cases where there is no such great loss of blood and there 
isa probability that the child is alive, then I should adopt a 
method of perforating the placenta, turning, bringing down 
one leg and delivering the child gradually; but I believe 
where you find the patient has lost much blood and where 
the child is dead that the proper method is Sir James Simp- 
son’s method, to remove the placenta at once. 

‘Dr. Escnetman—I would like to say as regards the ques- 
tion of turning and delivery and the use of the forceps, in 
turning and delivery you have to have a dilated womb of 
about the size of a practitioner’s hand, about two inches and 
three-quarters, at the risk of septicemia; but in introduc- 
ing the forceps you have always less danger from hemor- 
rhage—I have never met anything else. You only want 
about an inch of dilatation; you introduce the forceps by 
perforating the placenta if it is central implantation, or one 
side if it is most convenient, you grasp the head—and as a 
general rule with the manipulation outside of the abdominal 
walls you feel how your forceps applies to the head—you 
can bring down the head and tampon the placenta at once, 
You have no more hemorrhage. If you grasp the head and 
bring it down upon the placenta your hemorrhage ceases. 
Then if your forceps are not properly adjusted, you can ad- 
just them between pains and work with the pains, and 
deliver your child usually in fifteen to thirty minutes’ time, 
with the result of saving mother and child both. That is my 
experience and the experience of Mr. Davis who works with 
me. Now I can not see any object in introducing the hand 
and turning the child crosswise in the uterus, for the length 
of the child to distend the lateral diameter of the uterus. 
You have the size of the hand and the danger of manipulat- 
ing with the hand, when with a narrow-bladed forceps about 
one inch—seven- or eight-tenths of an inch, one of my for- 
ceps is, and another one an inch—you can introduce the 
tips of your two fingers, and if you are skilled at all with the 
forceps you can apply it to the head and know by holding 
the handles, as a man knows when he holds the fishing-rod 
when to pull, and you can manipulate without any hemor- 
rhage; that is my experience. 

Dr. CARPENTER, Of Pennsylvania—I have listened to the 
discussion of this subject with great pleasure, and I would 
not rise at this time excepting that it occurred to me lately 
to have three cases of placenta previa, two of which I 
treated in the manner which originated in our State, if I 
am not mistaken, by applying the forceps after first having 
by proper manipulation gotten the head in position where 
it could be grasped, and by chance. or by skill getting the 
head brought down so as to comp the placenta pre- 
viously pushed to one side by the hand against the uterus 
so as to stop all hemorrhage. In one of those cases I held 
the head for half an hour, the os' not having been thor- 
oughly dilated, until the constant, steady pulling force 
accomplished the dilatation and then delivered the child. 
In that case the woman was exsanguinated and the gentle- 
man who called me in, and his tant, was engaged the 
entire period of over an hour in giving her constant hypo- 
dermic injections of whisky and strychnia, 

The second case I treated in the same way but had no 
assistance. I was several miles away from any assistance, 
and I delivered the woman of a dead child the same way. 

The third case. I was called in ‘consultation; it was cen- 
tral implantation, and as I tore through the placenta I 
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found and brought down the foot and delivered her, but she 
died ten minutes after the shock. I am satisfied that if in 
that case I had avoided the temptation of seizing the foot, 
if I had pushed it aside by external manipulation and got it 
so that I could have held the head against the placenta for 
a long enough period to enable stimulation, I could have 
saved the life. The point being that in such cases you have 
no time to waste, if the woman requires to be kept alive by 
hypodermic stimulation; in other words you have no time 
to do it. With hypodermic stimulation you can wait as 
long as yOu please and you can hold the head down against 
that hemorrhage. I regret to this moment that the tempta- 
tion to the rapid extraction caused the loss of a life. 


SOME OF THE USES OF STRYCHNIA IN 
OBSTETRIC PRACTICE. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annual Meeting of the American Medical Association, 
held at San Francisco, June 5-8, 1804. 


BY JOHN MILTON DUFF, M.D. 
; PITTSBURG, PA. 

In February, 1893, I read a paper before the Pitts- 
burg S. 8. Medical Society on, “Strychnia in Ob- 
stetric Practice,” a synopsis of which appeared in 
the Therapeutic Gazette of May 15, 1893.  Inci- 
dentally, in a paper “On the Care of Pregnant 
Women,” read by me at the last meeting of the 
American Association of Obstetricians and Gynecol- 
ogists, published in the annual transactions of that 
Association for 1893, I referred to some of the indi- 
cations for the administration of strychnia in obstet- 
ric practice. R. Bell, in the British Medical Journal, 
page 715, 1890, refers to strychnia as an aid in par- 
turition, as does Dr. J.C. Edgar in the New York 
Journal of May 12, 1894. Almost simultaneously 
with my own paper of May 15, 1893, there appeared 
in the Medical and Surgical Reporter of May 13, 1893, 
an article on “ Strychnia vs. Ergot in Obstetric Prac- 
tice,” by G. V. Hall, M.D., L.L.D., of Wheaton, Texas. 
Various other articles have been published, directly 
or indirectly pertaining to my subject. I do not 
present it to-day with the idea that I may say any- 
thing new, but rather that I may say that my obser- 
vation and that of a few friends, who have kindly 
worked along the same lines, emphasizes the fact that 
strychnia is a most valuable agent in obstetric prac- 
tice; and I shall be most happy if I can only awaken 
a general interest on the subject such as will assure 
& more general use of it during the next year, so that 
we may the more correctly define its uses and 
merits. 

The very limited field given for observation in the 
practice of a few men will not warrant us in drawing 
conclusions of a radical character. However, I have 
no hesitancy in asserting, that with the judicious use 
of strychnia, the indications for instrumental deliv- 
ery will be far less frequent, and ergot will only 
occasionally be called for during or after the third 
stage of labor. It reduces the number of abortions, 
and especially premature deliveries, by giving tone 
to the uterine muscles and nerves, as well as by its 

neral tonic influence. It improves the appetite and 

igestion, keeps the bowels soluble, prevents insom- 
nia, regulates the circulation, and in the weak insures 
a more rapid and less painful labor. After its use 
after-pains are not so frequent and the danger of 
post-partum hemorrhage is greatly reduced. That it 
1s constant in its action and that benign results follow 


its administration in every case I can not claim, as I 
have occasionally given it when it completely failed 
to produce desired results, and Iam not unmindful 
of the fact that I have seen apparent evil results 
from its administration in a few cases. 

Case 1.—Mrs. 8., mother of six children, has always had 
tedious labors, instrumental deliveries; on two occasions 
severe post-partum hemorrhage. Now pregnant eight 
months. She is given strych. sulph. one-thirtieth of a grain 
three times a day. First stage of labor two hours; second 
stage one-half hour; third stage ten minutes. 

Case 2.—Mrs. N., gave birth to a child at term fourteen 
years ago; since then has had three premature births at 
seven and a half months, and five miscarriages at about 
four and a half months. She is now four months pregnant. 
One-thirtieth of a grain of strychnia given per diem for ten 
days, reduced to one-sixtieth of a grain twice a day, which 
was kept up every other week. Shecarried to term and was 
delivered of a nine and a half pound : 

Case 3.—Mrs. K., belongs to a family of bleeders. There 
is history of post-partum hemorrhage in mother and grand- 
mother and in two out of four sisters. Has had two chil- 
dren; lost a large quantity of blood after first labor, but 
could not say it was a hemorrhage. After second labor had 
severe hemorrhage. In third pregnancy was given one- 
thirtieth of a grain strych. sulph. for three weeks prior to 
labor; no hemorrhage. 

Case 4.—Mrs. 8. A., mother of seven children; after last 
six labors has had slight hemorrhage, and after-pains sey 
severe. Her last three deliveries have been instrumental, 
She is given one-thirtieth of a grain strych. three times a 
day for seventeen days priorto labor. Her labor was natural, 
of two and a half hours duration ; no hemorrhage and only 
very slight after-pains. 

I might thus report over fifty cases, in which I felt 
I might in justice refer the results to the effects of 
strychnia, but they would simply be repetitions and 
unnecessarily take up the time of this AssocIATION. 

Aside from the conditions I have just referred to, 
the woman who has been subjected to the strychnia 
treatment will, all other conditions being equal, suffer 
less shock from the throes of labor, and if an anes- 
thetic be necessary will submit to it more kindly 
and with less danger than the woman who has not 
had the preparatory treatment. With this conviction 
in mind it is now my habit, on all occasions where 
Iam called upon to apply instruments or administer 
an anesthetic, to first give a hypodermic injection of 
from one-twentieth to one-thirtieth of a grain of 
strychnia; more especially would I insist upon this if 
the woman had not had previous strychnia treatment. 

As I have already in an article upon that subject 
condemned the routine practice of administering 
ergot after the third stage of labor as unscientific, 
unnecessary and not devoid of danger (See Therapeu- 
tic Gazette, May 15, 1893), I would say that the treat- 
ment I here recommend is not suggested as routine, 
but as indicated in each given case, for every case in 
the hands of the scientific obstetrician is treated of 
itself, by itself, and for itself. My observations, 
however, warrant me in making the broad assertion 
that with the judicious administration of strychnia, 
prior to labor, the cases in which ergot will be indi- 
cated after the third stage of labor will be very rare. 
The action of strychnia is effective and more prompt. 

For the purpose of further study on this subject, 
I will regard it asa personal favor if those who have 
adopted or may adopt this treatment, will communi- 
cate with me on the results of their observations, to 
the end that I may tabulate them. 

DISCUSSION, 

Dr. LaptHorn SmitH—I should not have risen to speak 
upon this subject had any one else taken the floor. I think 
the paper and subject is of too great importance to pass 
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without some discussion to fix it a little more in our minds. 

I have not myself had a very large experience, or any 
experience in fact, with strychnin used in the manner which 
Dr. Duff has brought to your notice; but for ten years past 
I have been in the habit of giving to confinement cases that 
I had under my care, previously to being called to them, a 
mixture of strychnin, phosphoric acid and iron. I have been 
peculiarly fortunate in cases of post-partum hemorrhage in 
my practice, and perhaps that may be explained by the fact 
that I have given these women strychnin of about one-fortieth 
of a grain three times a day. 

The advantages of strychnin over ergot are very evident. 
I must confess that I have always been a great believer in 
ergot; I dislike to go to a confinement case without the very 
best ergot that can be got,in my bag. I give 1 drachm of 
fluid extract by the mouth a little after the delivery of the 
placenta, and I don’t feel safe in taking my hand off the 
uterus until that ergot has had time to take effect. But 
that is precisely the objection to ergot; that it takes fifteen 
or twenty minutes to be absorbed. I have never used hypo- 
dermic injections because I have heard of so many cases of 
abscesses from it; but I have used very largely the fluid 
extract of ergot given by the mouth. 

I have heard of a great many cases of death in different 
parts of the country from post-partum hemorrhages. Now 
if a dose of strychnin used hypodermically will control that 
hemorrhage and cause contraction of the uterus, we can be 
sure of obtaining results in a short time—a few seconds I 
think would be enough to take effect—it is a great advan- 
tage over ergot. 

Another objection to the use of ergot is, that it is difficult 
to get a first class preparation. I don’t know whether this 
is the experience with other physicians, but it is with myself 
If you ask a certain number of physicians whether they are 
sure of ergot acting, they will tell you they are not. I have 
always taken great care to use a preparation that I had 
tried and tested and found reliable. 

Strychnin is a standard drug; it is always the same, and is 
much more reliable than the various preparations of ergot. 
I think it is well worth our while to try strychnin, and report 
the results at the next meeting of this Section. I shall cer- 
tainly do so,and report to Dr. Duff what I think of that 
method of controlling post-partum hemorrhage. Strychnin 
is a great tonic, and I think its use before confinement will 
be of great benefit. 

Dr. CArpenteR—I think that the matter of dose has a 
great deal to do with the administration of ergot. As Dr. 
Smith has just told us, a teaspoonful of fluid extract of 
ergot is given. It seems to me that is a very unnecessary 
dose in ordinary cases. The effect is a greater persistent 
spasm of the muscles of the uterus—a very painful thing 
and increases the after pains. Simply used as a preventive, 
a teaspoonful of fluid extract of ergot is an unwarranted 
large dose. It is a great deal better if you feel bound to 
take precautionary measures, in the absence of any imme- 
diate indications of danger, to give 15 drops of a good prep- 
aration, and then wait to see if any further doses are needed. 
Otherwise you will have a patient in twenty-four hours suf- 
fering from after-pains, and you have to undo that which 
you have been doing, and give this patient some comfort. 

As to Dr. Duff’s method, it commends itself very much to 
a man in general practice, and who has all sorts of work to 
perform. There are one or two points that may be noted 

Anesthetics—which are so valuable and so constantly used 
by many of us in cases of labor—are antagonized by strych- 
nia so far as their dangerous effects are concerned. I re- 
member that twenty-nine years ago Prof. Gobrecht, formerly 
of a medical college in Philadelphia, and afterwards surgeon 
in the army, had a case of chloroform poisoning. The chlo- 


roform was taken with suicidal intent in a hotel where Dr 
Gobrecht was fortunately staying. He resuscitated and 
eventually saved that case by the hypodermic injection of 
strychnia and artificial respiration. That case made a great 
impression on my mind, and in respiratory diseases, since 
then, where the respiratory power is feeble—paresis, per- 
haps—I have been in the habit of giving strychnia con- 
stantly. I believe it is valuable in other diseases than those 
that pertain to parturient women. I have found it so useful 
that for a month before the pains come on I have put strych- 
nia into their medication, whatever it might be. 

Chloroform is the best of all anesthetics in labor, and the 
use of strychnia with it is better than anything else; it 
enables you to give chloroform with a certain freedom and 
comfort that you can have in no other way. Not only does 
strychnia influence the muscles of the uterus, bnt it has a 
decided effect upon the whole nervous system. The patient 
gets up better, and I think it is the best means to bring a 
woman safely through her daseaahtte state. I have used it 
for many years. 

Dr. F. H. Martix—I hope I may be pardoned if I talk on 
a few more papers. I am very much interested in this sub- 
ject, because I have had experience with it, but not exactly 
on the lineindicated by the Doctor. The physiologic effects 
of strychnia are well known. It is a powerful constrictor 
of muscular fiber; it is a tonic constrictor. It has also in 
the same way a powerful effect upon the vasomotor nervous 
system—whether through the nerves or through the muscles 
of the uterus. this has not been determined—but it has a 
powerful influence in constricting blood vessels. It also is 
a powerful tonic. If strychnia is to be used for the purpose 
as indicated by the Doctor, it should be used, it seems to me, 
in good stiff doses; used as the abdominal surgeons use it 
in their efforts to get a tonie contraction of the muscular 
coats of the bowels. 

Now pain in the bowels in the parturient state is caused 
by cramp, and the cramp is a clonic spasm; anything that 
will produce a tonic contraction of the bowels will accom- 
plish the desired effect without pain ; anything that produces 
a clonic spasmodic contraction will produce pain. I suppose 
nine-tenths of the abdominal surgeons in this country use 
strychnia more than they use morphin; simply because it 
overcomes the clonic contractions of the bowels and relieves 
wind pain. 

I use strychnia in this way: I begin six hours before an 
abdominal section to give one-twentieth of a grain of strych- 
nia hypodermically every hour until five hours after the 
abdominal section—until I get a half grain in the abdo- 
men, until frequently my patients, while they will not 
complain of gas pain, will reach a point where they begin 
to get a little stiffening in the back of the neck—a tonic 
contraction. By administering strychnia that way once an 
hour, you can use it safely. It is impossible to use too much 
of it, for the nurse watches the effects. In giving one-twen- 
tieth of a grain doses you can reach as high as half a grain 
without deleterious results. 

Used as a tonic for a month before confinement I believe 
it would bring good results, and used, as may seem to some 
of you, in heroic doses. 

Dr. JosepH Eastman—I can not let this paper pass with- 
out making a few remarks. I see at once that the surgeon 
ean learn something by association with obstetricians; 
surely the obstetricians can learn something by association 
with surgeons. It is very clear to my mind to-day—never 
before—that the more we study obstetrics on surgical lines, 
the better success we will have. For example, laying aside 
all conclusions as to parturial fever that have been advanced 
by the eminent teachers of the day, studying all forms of . 
fever, of elevations of-temperature, studying -its-prevention, 
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studying its treatment, and following out on surgical and 
other lines, we will have as good success as we will have in 
any other way, and a thorough preparation of the vagina 
for the child. If the forceps should be used, if a laceration 
should occur, or a wound of the cervix, then the patient has 
the same preparation as I give to a patient for surgical 
effort. 


The use of strychnia, as has been mentioned by the author | 


of this paper, is exactly in the surgical line. None of us 
would think of performing a surgical abdominal section 
without giving the patient a powerful tonic before, and fre- 
quently during the operation, and directly after. 

I use nux vomica a great deal in place of strychnia. Two 
years ago its use was impressed very forcibly upon my mind. 


I stopped at a harness shop to have a bridle repaired, and’ 


after waiting awhile I discovered my horse was gone. I 
found him right away in a livery stable near by, and the 
stable keeper was pouring a bottle of medicine down his 
throat. He said the horse was nearly dead with wind colic 
and he was giving him nux vomica. He said he always kept 
it and it cured wind colic at once. ‘That is practically what 
the livery stable men and the horse doctors Knew all along, 
and I found there was something that could be learned from 
them. 

The effect of ergot is not as well understood as it ought to 
be, and perhaps I shall advance nothing new. The normal 
contraction and relaxation of the uterus is rhythmical— 
there is a period of contraction and a period of relaxation. 
If we wish to get water out of a sponge we squeeze it, and 
then relax the fingers and squeeze again until the water is 
all out. The uterus empties itself of blood by a rhythmic 
contraction and relaxation, an alternate contraction and 
relaxation. The accumulation of this blood in the uterine 
cavity is frequently the exciting cause of after pains. After 
pains are but nature’s effort to expel clot. Strychnia given 
as we give it in surgical cases secures a clonic contraction, 
while the effect of ergot is a persistent tonic contraction 
without the normal relaxation which the uterus should 
have. 

Hence I would insist that ergot is frequently the cause of 
an interruption, in that normal clonie contraction, and pre- 
vents the uterus contracting down tothe size it should be. 

So, studying these questions from a surgical point of view, 
it seems we would study them about as thoroughly as in 
any other way. 

I thank the Doctor for reading this practical paper here. 
I know his study of the subject is very thorough, and will be 
of decided advantage to many of us in substituting (if I 
may so express it) strychnia for ergot, for it goes to the 
fountains of life and gives a better contraction ; it will carry 
a patient through this ordeal just as it carries a patient 
through the shock. 

The use of strychnia is larger doses than heretofore 
taught is becoming evident. Dr. Hare, of Philadelphia, says 
in reference to large doses of strychnia: “ We will find in 
hemorrhage that it goes to the fountains of life and gives a 
better tone to the vasomotor nerves, and in that way it isa 
better thing than ergot.” 

Dr. Westey—We all believe in strychnia in surgical 
shock. We are taught by therapeutics that strychnia acts 
directly upon the spinal nerves. Now I can hardly under- 
stand how it will hasten labor by taking one-thirtieth of a 
grain for ten to seventeen days prior to labor. And I can 
hardly understand how it would prevent miscarriages and 
abortions. This seems paradoxical. 

Dr. J. Mirton Durr—In presenting this paper I intention- 
ally limited myself to practical illustration in a very few 
cases. As I distinctly stated it is for the object of securing 
further study. I did not make any strong statements, as 


ited experience of any one man there are not enough cases 


you will bear me out; this I think we ought to avoid until 
we have perfect knowledge, for otherwise we may do harm. 
I always want, and so I believe does every member of this 
Section, when we bring out anything that is new as a remedy, 
we want to be able to stand by it,and have everybody see 
that what we say and recommend is all right. I can not 
with my knowledge of the use of strychnia in obstetric prac- 
tice yet say thatit is what I have hopes it will be. In the lim- 


arise, or even in a hospital, to justify one in coming to cor- 
rect and positive conclusions. 

I did not want to take up the subject of ergot particularly 
to-day, as I had a discussion upon the subject two years ago 
and a year ago I was answered by Dr. Barker, of Phila-, 
delphia, in a paper in which he spoke in favor of the routine 
practice of administering ergot. 

Now I only claim for strychnia, in answer to the last gen- 
tleman who spoke, that it produces a normal condition of 
the muscular tissue; produces a normal condition where a 
muscle is apparently paralyzed, as muscles of the abdomen 
will be if not used. By the term, “ paralysis,” I mean that 
they are weak, infirm, and have not contracting power. 
Strychnia gives them this tone. Therefore it applies in some 
of the cases of miscarriage we have where the uterus in ex- 
panding is irritable; the muscles are not in a normal condi- 
tion and as it expands they become irritable, a clonic con- 
traction comes on,and as a result we have miscarriages, 
whereas, if those same uterine muscles were kept normal 
by the use of strychnia the woman will go on to term. 

Then again, strychnia in acting in this same way is the 
best remedy we have for keeping the bowels solid, just as 
has been indicated by its use upon the muscles of the 
bowels, when given after abdominal section. 

But the grand point, coming back to the subject of ergot, 
if subsequent investigation proves that my theories are 
correct, it is going to be a less dangerous remedy thanergot, 
and gives us the good results of ergot without the dangers. 

- Dr. Carpenter made some excellent suggestions, but one 
of the suggestions he gnade I feel is contrary to what expe- 
rience and observation would lead me to say. He said if he 
was giving ergot he would give 15 drops instead of a tea- 
spoonful. I have great confidence in ergot, and I do not 
want to be understood as saying that it should not be given 
sometimes. But I do nut believe in the routine administra- 
tion of ergot after the third stage of labor; I think it is 
dangerous and unscientific, and frequently is harmful. IfI 
were going to give ergot at all it would be a teaspoonful or 
a tablespoonful dose, not a 15 drop dose. Why? The action 
of ergot is upon the circular muscles of the cervix, and if 
you give a small dose not sufficient to have action upon the 
muscles of the uterus you close the uterus and close up the 
uterus débris inside. If you repeat it you will bring on the 
contraction of the whole body, and bring that clonic con- 
traction, and thus hold in the débris. I do not claim at all 
that this would always be harmful but it might be harmful. 
If that theory is not correct, then all your theories es, re- 
gard to giving ergot as a prevention against miscarriage 
must fall to the ground. 

You say you give 5 or 10 drops of ergot where an abortion 
is threatened, under certain conditions. Why give it? Be- 
cause of its action upon the cervix and muscles of the uterus ; 
and this theory is pretty generally believed. If it is true, 
then my theory is correct; on the other hand, if it is not, 
then my theory falls to the ground. 

Iam thankful for the discussion this paper has received. 
I find a good many physicians are using strychnia. I want 
to say that it is very seldom that I use strychnia just by it- 
self: I give phosphate and iron, and I combine, as the indi- 
cations of the case may be. I feel that we have a wide field 


here for study,and I hope that at the end of another year 
we may have something definite. . 


TETANUS PUERPERARUM. 
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Read in the Section on Obstetrics and Diseases of Women at the Forty- 
fifth Annual Meeting of the American Medical Association, 
held at San Francisco, June 5-8, 1894. 
BY ALLISON MAXWELL, A.M., M.D. 
PROFESSOR OF THEORY AND PRACTICE OF MEDICINE, CENTRAL COLLEGE 
OF PHYSICIANS AND SURGEONS, INDIANAPOLIS, IND. 

Mrs. Jas. H. D., aged 29, mother of five children, was con- 
fined at term Oct. 13, 18938. She had always been a strong 
healthy woman. She was attended during labor by her hus- 
band, who was a laboring man, and by a woman next door. 
Her husband told me he had been instructed in such mat- 
ters by his physician where he lived in Illinois when the 
other children were born. 

-A healthy child was born, and she went through her con- 
finement, her husband stated, easier and felt better after- 
ward than she had in previous confinements. I asked him 
in regard to the expulsion of the placenta, and he said he 
had examined it carefully and it seemed to be all there. On 
the ninth day after confinement there was some aching and 
drawing about the fauces. On the tenth and eleventh days 
she seemed to feel better again. On the twelfth day, how- 
ever, there was some dysphagia and slight opisthotonos, for 
which Dr. Nash,a physician near by, gave at her request, 
medicine for a sore throat. On the thirteenth day I saw 
her for the first time. She was sitting propped up in bed 
because dyspnea was troublesome on attempting to lie down. 
Dysphagia and opisthotonos were prominent and she pre- 
sented the anxious countenance,and the objective and sub- 
jective symptoms of well marked tetanus, Temperature 
100, pulse 140. On the fourteenth day the symptoms were 
intensified, while the head seemed to draw backward, there 
was sc marked emprosthotonos that she was bent overin a 
sitting posture in the bed. Her pulse in the morning was 
146, temperature 100.5. On the thirteenth day when I first 
saw her in the evening I gave her a hypodermic of morphia 
one-third of a grain, atropia one one-hundred-and-tiftieth of 
a grain, which caused her to rest fairly well until 5 o’clock 
the next morning, when the dose was repeated. In addi- 
tion, on the fourteenth day, she was given chloral hydrate, 
twenty grains in milk, per rectum, every two hours, This 
treatment for twenty-four hours gave some temporary relief 
so that she could open her mouth much better. The dys- 
phagia was not so pronounced, and she could lie down a part 
of the night. 

On the fifteenth day the symptoms became more aggra- 
vated, pulse ran up to 160, temperature 101, and in spite of 
morphia hypodermically and chloral per rectum, she died 
from exhaustion at ll p.m. The patient was unable to swal- 
low from the time I first saw her, and absorbed from rectal 
injection only a moderate amount of nourishment. 

Autopsy —An examination of the body was made, assisted 
by Drs. W.S. Beck and G. W. Nash, fourteen hours after 
death. Post-mortem rigidity well marked; body fairly 
nourished; no bruises or signs of any internal injury upon 
the body. On opening the abdominal cavity we found the 
small intestines much congested in several places. The 
uterus was removed from the pelvic cavity. Involution had 
gone on normally and the uterus was entirely within the 
“spade and contracted to about the size of a normal spleen. 

here was no laceration of the os uteri, vagina or perineum. 
On longitudinal section of the uterus we found the endo- 
metrium natural and smooth in every part, except near the 
fundus and slightly to the right side there was clinging to 
the mucous membrane a small portion of the placenta, ele- 
vated less than a line above the surface, and about the size 
of a silver quarter. There was more redness at the point 
than elsewhere, and this was probably a focus of irritation 
and infection. 


Having no knoweledge of puerperal tetanus, on 
returning to my office | began to investigate the sub- 
ject, and to my surprise could not find it mentioned 
in Bedford, Byford, Leischman and other obstetrical 
works, but found a page devoted to it in Parvin’s 
“Obstetrics.” Asthe literature on the subject is so 
limited, by reporting such rare cases we may arrive 
at a better knowledge of the etiology, pathology and 
finally treatment of this very fatal disease. 

Dr. H. J. Garrigues, in the American Journal of 
Obstetrics, a few vears ago, gave a collection of all 
the cases that had been reported from the earliest 
period, The total number of cases he could find was 


fifty-seven, twenty-five following abortion and thirty- 
two at full term. The first case was reported by 
Currie, Memoirs Medical Society, London, 1792. 
The disease made its appearance in this series of 
cases as early as the second day, and as late as the 
thirtieth. 

Dr. David W. Yandell, in an article on the subject 
of traumatic tetanus, American Practitioner, 1879, 
showed that the earlier the disease began after an in- 
jury,the more fatal, and where it began after the 
tenth day, the better the prognosis. The reverse 
seems to prevail in puerperal tetanus. In looking 
over the fifty-seven cases recorded by Garrigues, 
seven recovered, all of which became afflicted by the 
eighth day, unless one, time not stated. 

Etiology.—In regard to the causes of the disease, 
they are predisposing and exciting. While very few 
cases of puerperal tetanus have been recorded, all 
writers upon the subject agree that a hot climate is 
a predisposing cause, and that many cases occur in 
India. In Garrigues/ classical article written eleven 
years ago it is shown that primipare at full term are 
more apt to have tetanus than multipare, and we 
can explain this from the fact that we are more apt 
to have lacerations of the os uteri, vagina or perin- 
eum in the former, which may be foci of infection. 
Other predisposing causes are cold and dampness 
about the house, mental worry or excitement, dirty 
and unhygienic surroundings and lack of proper 
cleanliness of the accoucheur and instruments. 

Our patient may have been worried about the 
household duties, for three days after confinement 
she got out of bed and went to the kitchen and 
washed the supper dishes. Like cases have been 
cited where it has been thought that the patient by 
some indiscretion, as getting out of bed on the second 
and on the fourth day and going to the pump fora 
drink, was a predisposing cause. 

Say what we will about predisposing causes, it is 
now recognized that the bacillus tetanus is the final 
factor in the causation of the disease. Nicolaier 
first established this point in 1885, and by the inoc- 
ulation of rabbits and guinea-pigs, not only from 
cases of tetanus, but from soil and dust and filth 
over a wide area, proved that the bacillus tetanus 
was not confined to an injured member, or even to 
man. Later, however, it was demonstrated that the 
bacillus was not found in virgin soil. 

Treatment.—The above fact in regard to the etiol- 
ogy having been firmly established, we can under- 
stand the prophylactic importance of aseptic mid- 
wifery. This poor woman’s husband, being a labor- 
ing man, the probability is that in removing the 
placenta, or in other ways, he may have conveyed 
the bacillus tetanus to the vagina, and thence to the 
endometrium, where was a focus of irritation and 
absorption. 

If, in spite of aseptic midwifery, tetanus develops, 
what shall be our course of treatment? Remove or 
counteract the cause if you can. If you have any 
doubt about the placenta being entirely removed,— 
by a curette or by Emmet’s forceps you may ascer- 
tain,and then afterward wash out the uterus as often 
as may seem necessary, by an antiseptic solution. 
Any abrasions from which the disease may have 
originated should be promptly cauterized with ecar- 
bolic acid. Those remedies that are valuable in gen- 
eral tetanus are useful in puerperal tetanus. It is 
not the province of this paper to speak of all the 
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remedies for tetanus. One prominent writer gives 


thirty-three remedies, ending with antitoxin. 

The writer has had two cases of idiopathic tetanus 
recover by the use of morphia hypodermically and 
chloral hydrate. Also a boy 10 years old recovered 
from a severe attack of tetanus resulting from a 
crushed thumb, by the use of the same remedies, the 
morphia given at long intervals, once or twice daily 
when the chloral failed to control the convulsions. 

The most recent remedy is the antitoxin of Tiz- 
zoni and Cattani. This remedy is a solid material 
obtained by treating blood serum with alcohol and 
drying in avacuum. Finnotireports a case in which 
antitoxin was prepared from the blood serum of a 
dog which had been rendered immune, probably by 
hypodermic injections of attenuated cultures. This 
antitoxin was used on a boy in whom tetanus 
resulted ten days after a surgical operation. He was 
given from 15 to 20 centigrams daily, dissolved in 
three cubic centimeters of sterilized water. The boy 
improved daily from the treatment and made a good 
recovery. The International Medical Annual, 1892, 
gives an account of the first case cured by this 
remedy. 

Tarruffi reports six cases treated by antitoxin with 
one recovery, the man being 75 years old; 25 centi- 
grams of the immune serum being injected daily. 


Pacini reports a traumatic case in a man 21 years. 


old, who was promptly relieved by the hypodermic 
injection of 25 centigrams of antitoxin at 10 A.M. 
and 4 P.M. 

Up to 1894 as many as eleven cases of traumatic 
tetanus have been reported as cured within two years 
by antitoxin. In general, the remedies used most 
successfully in non-puerperal tetanus would act sim- 
ilarly upon the bacillus of tetanus puerperarum. 
Besides prophylactic measures and a supporting and 
stimulating diet, and the reliable antispasmodics, 
it would be well at once to use the antitoxin as soon 
as the first symptom appears. This is the rational 
and scientific treatment, and one which it is hoped 
will become moreand moreefficient in this very fatal 
malady. 

DISCUSSION, 

THe CuarrMan—Dr. Montgomery has a very ingenious in- 
strument here which he may show you. 

Dr. Monraomery—While passing through Kansas City the 
other day I met a Dr. Baum of that city, and I was shown 
an instrument by him and was given a paper, a short de- 
scription of it, which I will now read. (Reads paper.) 

Dr. Martin—I hope the Section will not get sick of seeing 
me get up, but I wish to say just a word in regard to what I 
should call a sort of infernal machine. In the first place I 
am very sorry that the author of the instrument is not 
present; at the same time I am glad to have the opportu- 
nity of expressing my disapproval of a Professor of Gynecol- 
ogy of Jefferson College, Pennsylvania, bringing such a 
machine before an audience of intelligent physicians—l 
think that he is almost a party to the crime. Now the ob- 
jection to the instrument, besides a number of minor ones, 
are these: First the operation is entirely in the dark. 
While we are afraid of this certain mortality in abdominal 
operations, I would prefer to have a certain mortality to a 
very uncertain one that we would have with this. In other 
words, if the uterus is to be fixed to the abdominal walls, I 
would prefer to open the abdomen and fix it; I would pre- 
fer to open the abdomen, scarify the uterus, scarify the per- 
itoneum and sew the uterus to the abdominal wall in a 
secure manner with a certainty of its becoming fixed. That 
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we are not positive of with this instrument. I do not be- 
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lieve that this instrument would fix the uterus to the ab- 
dominal wall, in nine cases out of ten, longer than the 
stitches would remain, The author of the little paper or 
sketch read by Dr. Montgomery states that the stitches by 
pulling and drawing and tearing might produce enough de- 
nudation to produce a cause of adhesion. That is just the 
essence of poor surgery—he depends upon an accident; 
something that ought not to occur to make it a success. 
Then I would like to know how on earth Dr. Baum or any 
one recommending this instrument would avoid always the 
bladder. Dr. Montgomery and every man who has done 
| Seon operations has found, time after time, great sac- 
culated bladders which it was itnpossible by mens of a cath- 
| eter to evacuate before doing the abdominal section—large 
| sacculated bladders, which can not be entered, and in which 
a sound will not reach the bottom. I would like to know 
how a bladder of that deseription—and they occur very fre- 
_quently—could be avoided by this instrument; and if it is 
not avoided, what is the result? Death, every time. Now, 
the physician will throw the intestines out of the way, 
nine times out of ten if they are not adhered, but how many 
_times did Dr. Montgomery and everybody else who per- 
‘formed the abdominal section, not only find the intestines 
adhered to the fundus of the uterus but adhered to the 
inner basin of the pélvis? And I would like to know how, 
with an empty intestine after the patient has been prepared 
for laparotomy as Dr. Baum suggests, and the intestines are 
entirely emptied, how by what manipulation even the most 
expert will be able to state that the intestine is not adher- 
ing to the fundus of the uterus? Then what would happen 
if we ran these things through? The patient will die every 
time. I believe sir, that this instrument is an infernal ma- 
chine, and I hope that it will find its oblivion right here 
before this Section. As we are here to propagate things 
that are good, I believe that we are here to bury the dead. 

THe CHAiIRMAN—I want to say that Dr. Montgomery is 
not responsible for bringing that here. I am responsible 
myself for allowing it to come here. He even approached 
me with fear and trembling at the thought of suggesting it, 
and was filled with hopes and despondency and much hesi- 
tation, struggling prayerfully toward his duty inthe matter. 
I said: “Why, of course, present it,” and the thought 
that came to my mind was prompted by aremark that adis- 
tinguished professor made some years ago. He brought an 
immense instrument before the students, took it out of a 
box, paraded it before them in all manner of shapes and 
styles,and he said: “Gentlemen, I brought this instrament 
here to-day for the purpose of saying to you that it cost me 
$80 and isn’t worth adamn.” Iam not quite sure, however, 
but what in a given case, with the patient in a proper posi- 
tion and a thorough exploration of the bladder, this might 
afford some relief. Iam not disposed to say that the in- 
strument has no merit. (A doctor asked: “Would you 
like to try it?”) Thatis like the colored man who when he 
was asked: “Who made God,” said: “If you keep on ask- 
ing questions you will bust my religion.” 

Dr. Monrcomery—Mr. Chairman, feel that the Section 
and particularly Dr. Martin is under obligation to me for 
the privilege of affording him the opportunity of standing 
up as the sponsor of good method, and it is not but what 
some of us think of the injury he did to the profession in 
his earnest advocation a few years ago of electricity. Inthe 
remarks 1 made after exhibiting this instrument,I said: 
“Its position must be a limited one; that if I was going to 
offer such an instrument I should prefer to use this to one 
that has been introduced and has been advocated by a num- 
ber of surgeons of this country for displacements of the 
uterus, and known as the shifting machine, and which in a. 
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great majority of cases necessarily resulted in an injury to 
the child. I say that this instrument is not one which 
should be used in those cases in which there were pelvic 
adhesions or possible adhesions of the abdominal wall to the 
uterus, and there would be a certain amount of danger of 
injury to the child. That is certainly true, what Dr. Martin 
said, but such an instrument would be serviceable in a very 
limited number of cases. I can see, however, that with 
proper procedure with proper care, in the matter, that this 
instrument mightin a limited number of cases serve a use- 
ful purpose. 

Dr. Cursney—Mr. Chairman, it has occurred to me that 
I might with some profit relate an experience that has some 
bearing on the paper read in regard to tetanus, although the 
experience was not carried out on the strictly scientific lines 
laid down inthe paper. Dr. Maxwell relatesin his paper that 
a post-mortem examination revealed a small portion of adhe- 
rent placenta with points of irritation which he supposes 
may have been foci or a focus of infection. Without enter- 
ing into any discussion as to the special bacillus of tetanus, 
it may fairly be presumed in all cases of puerperarum tetanus 
that the offending cause was some kind of dirt. Andif the 
practitioner neglected the wise precaution of Dr. Garrison, 
of Illinois, to go into the kitchen and get the kitchen soap 
and scrub thoroughly, or was unfortunate in not having the 
opportunities of Dr. Martin, of Chicago, to use the perman- 
ganate of potash or oxalic acid, we would not be surprised if 
we had some such after development. Bnt, practically what 
should be done in the case detailed? The Doctordid not em< 
ploy the antitoxicon ; he employed morphia hypodermically 
and chlorate hydrate by a rectal enema without success. 
Now in my opinion, he might have presupposed, as I say, some 
point of infection in the puerperarum surroundings, and 
have directed a local treatment to cleansing and removing 
such foci, or such points, or such infected material as may 
still have remained there. This brings me tothe case in 
point: Several years ago I had a case in which the initial 
symptoms of tetanus made themselves manifest—rigidity of 
the muscles of the throat and some slight symptoms of 
opisthotonos, and without knowing it, and on those general 
principles that we are obliged to have recourse to, I used a 
solution of 1 to 8000 parts of bichlorid of mercury and 
washed the cavity out thoroughly; then afterward washed 
it out thoroughly with water that had recently been boiled, 
and had this procedure repeated once in eight hours for 
several days; the symptoms within six hours began toshow 
some amelioration. | used a hypodermic injection of 
atropia alone with benefit, and with rectal injections of 
peptonized milk—I do not know that that had any advan- 
tage but it was used. I am inclined to believe, however, 
that the recovery of the case depended on the thorough 
washing, first with the bichlorid solution, and afterward 
abundantly douched with boiling water. 

I suggest, as a practical suggestion in all such cases, where 
there is the least doubt, that the uterine cavity should be 
thoroughly cleansed by injections if possible, by curetting 
if necessary. It goes without saying, also, that I make this 
suggestion only in cases where no instrumental assistance 
has been necessary in the delivery. I take it for granted 
that under ordinary circumstances where the practitioner 
has not had, or has not employed, either facility in his 
delivery (where he has not had opportunity to place his 
patient upon the table as suggested by our Secretary, but 
had been obliged to use the bed as he almost always will be 
obliged to do) that in all cases where the instruments have 
been employed or where the hand has been employed in the 
uterine cavity that the douche could always be used. But 
the suggestion is that in those cases where no such proced- 
ures have been necessary and where no untoward symptoms 


develop afterwards that then the first procedure should be 
a thorough cleansing. 

In regard to the little instrument that has been desig- 
nated, I am confident that all of us who know Dr. Mont- 
gomery are abundantly assured that he presented this 
instrument under a sense of duty to a member of the pro- 
fession who could not be present. We are abundantly con- 
fident that no necessity could arise that would induce a 
gentleman of his judgment to use such an instrument him- 
self. There might be some circumstance or set of circum- 
stances where its consideration would be justifiable; but it 
is undoubtedly true that it would be infinitely wiser, infin- 
itely easier and infinitely safer for the patient, to open the 
abdomen with the certainty of cleanliness, with no danger 
of carrying matter from an open uterine cavity into a con- 
cealed peritoneal cavity. 

In reply to a question addressed to Dr. Montgomery as to 
whether this case was a recent one, or whether it occurred 
in 1881 when there was such a prevalence of tetanus through- 
out the United States, it was ascertained by reference to 
the paper in question that the case occurred Oct. 13, 1893. 

Dr. Eastman (Chairman of the Section)—While I would 
not renew the discussion of yesterday in regard to abdom- 
inal surgery, I would simply refer to one point in connec- 
tion with that subject. I have been induced to do this by 
some comments which I see in public print made yesterday, 
in the Surgical Section striking at one of the most important 
means of securing successful results in suprapubic hyster- 
ectomy. I mean the private hospital. 

The gentleman seems to impugn the motives of those who 
conduct private hospitals; he seems to entertain the idea 
that a man who conducts a private hospital might possibly 
get onto the hotel plan of keeping his guests a long time; 
that the longer he would keep them the more money he 
would secure. While I am not very well versed in the Holy 
Bible I do recollect that it says somewhere: “All things are 
pure to him that is pure.” I would particularly refer to 
what I said at the beginning, yesterday, that the time had 
come when as I believe we should rescue abdominal surgery 
from the general surgeon and bring it to the gynecologists 
and to the Gynecologic Section. I am now convinced from 
the remarks of the Chairman of the Surgical Section, yes- 
terday, that it is no longer safe with them; that they would 
strike at the very life so to speak of abdominal surgery. I 
would have such gentlemen to know that abdominal sur- 
gery was born in a private hospital, has been nursed in pri- 
vate hospitals and has grown up to fully developed man- 
hood in private hospitals. I would have the gentleman 
to know that Ephraim McDowell who made the first ope- 
ration on Mrs. Crawford on Dec. 18, 1809, did so in a pri- 
vate hospital. It was therefore in a private hospital that 
he, McDowell, struck out on the trackless desert of abdom- 
inal surgery which now blooms and blossoms as a most fertile 
field. I would have the gentleman to know that it was in a 
private hospital that Thomas Keith electrified the world 
with the publication of his great work in abdominal 
surgery. I would have the gentleman to know that it was 
at a private hospital, the Samaritan Hospital of London, 
where Sir Spencer Wells did his most important work in 
abdominal surgery (practically a private hospital). I would 
have him know that it was in a private hospital that Law- 
son Tait first woke up the world with his marvelous 
announcement reporting 140 cases of abdominal section with- 
out a single death. And therefore I can not allow the 
Chairman of the Sectica to make such an expression with- 
out this Section replying to it in some measure, and I hope 
the reply will go on record, to the end that he may inform 
himself by reading. He may say that I am particularly 
interested in a private hospital. If so, I would simply say 
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my private hospital began by taking a patient to my home 
as McDowell did, to watch over and care for her, and to 
have such results as only a private hospital could secure. I 
can not conceive of any such remark coming from anybody 
but a bachelor who has not the warmth of heart to make a 
good |gynecologist ; or to preside over a home in which he 
could do as McDowell did, take the patient there and care 
for her with paternal care, and secure such results as can 
only be secured in a private hospital presided over by the ope- 
rator. I do particularly resent the imputation that a surgeon 
would be dishonest. I am not over and above honest, so 
far as comparison with other men is concerned; but while 
I have a private hospital and while many of my colleagues, 
including such men as John Homans, J. A. Emmet, T. Gal- 
iard Thomas, R. 8. Sutton, E. E. Montgomery and others in 
America; August Martin, Keith, Tait and many others in 
the old world, have private hospitals, and are doing good 
work, I will say we are just as honorable, and would not 
keep a patient a moment longer to secure a dishonest dol- 
lar, than the man who would impugn our motives in run- 
ning private hospitals. 


RECTO-VAGINAL FISTULA; ITS ETIOLOGY 
AND SURGICAL TREATMENT. 
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BY AUGUSTUS P. CLARKE, A.M., M.D. 
CAMBRIDGE, MASS. 

The rectal tissue appears to be often the seat of 
morbid processes which may extend to neighboring 
structures; when the vaginal wall is also involved 
the result may be attended with much inconvenience. 
An abscess may form in the lower section of the sig- 
moid flexure or in the cellular tissue about the rectum 
and the exudation may be discharged or may break 
through into the vagina. Ulceration may take place 
in the small intestine and also open into the vaginal 
tract. The employment of the obstetric forceps has 
been looked upon as productive of rectal fistula, 
though I have never met with a casein which I could 
feel certain that the lesion was so produced. Pro- 
longed pressure of the fetal head or of some other por- 
tion of the child upon the posterior vaginal wall has 
not infrequently been associated with the occurrence 
of this mishap. When the fistula occurs from this 
cause the openings vary; sometimes there is only a 
small perforation, at other times a large portion of 
the posterior vaginal tissue may slough or be de- 
stroyed. 

Recto-vaginal fistula may occur from violence or 
direct injury to the parts, as took place in a case which 
came under my care some few years since. The pa- 
tient who was the subject of the accident was aged 
30 years; she sustained a direct fall of five feet upon 
a sharp wooden peg, four and a half inches in length. 
This penetrated the anus and passed through the 
rectum two inches ahove the perineal bridge into the 
vaginal canal. The shock for awhile was severe; but 
she rallied, however, and recovered with a fistula 
opening into the vagina, and of size sufficient to 
allow the passage of a No. 27 sound, of the French 
scale. The opening has since been closed by an ope- 
ration performed by a flap splitting method as recom- 
mended by Max Saenger, of Leipzig. Rectal fistula 
may result from fecal impaction and sometimes from 
stricture of the rectum; when associated with stric- 
ture we may entertain a suspicion that the patient is 
affected with syphilis. 


In rare instances an abscess communicating be- 
tween the rectum and vagina has been known to have 
its origin in the caput cecum coli; and in suppurative 
pelvic cellulitis, and pelvic peritonitis and in other 
morbid processes connected with the sexual system. 
Fistulous channels resulting from malignant disease, 
such as sarcoma and carcinoma, and from syphilitic 
infection are according to the consensus of authority 
the most unsatisfactory to treat. Ihave met with a 
few cases in which the communication between the 
rectum and vagina was caused by tuberculous infil- 
tration which had extended from the abdominal cavity 
to the peri-vascular structures at the seat of the ab- 
dominal opening. Vestibular recto-vaginal fistula 
may result from attempts at plastic operations in the 
vicinity of the rectum and especially from flap- 
splitting for repair of a lacerated perineum. Such a 
fistula may be of the recto-perineal variety, or be a 
recto-laquearis when situated ina higher level in the 
fornix of the vagina. This would most likely occur 
in cases in which there had been an hyperplasia and 
a subsequent induration of the recto-vaginal septum. 
I have met with at least two such cases in which an 
operation for the closure of the opening was neces- 
sitated. An abnormal communication through the 
posterior vaginal tissue into the rectum may be estab- 
lished by the occurrence of pelvic peritoneal sup- 
puration, and by suppurating dermoid and other 
cysts and by ectopic pregnancy; the products of the 
morbid processes attending these conditions may 
result in their escape through the vagina and 
rectum. 

The cases in which the greatest success is expected 
to be achieved are those that may be denominated 
the traumatism of parturition. Recto-vaginal fistula 
arising from peri-rectal suppuration or peri-vaginal 
inflammation or lesions should be treated according 
to the several indications in each individual case. 
In one case in which the solution of continuity 
occurred from processes leading to suppuration, I 
succeeded in effecting a cure by a thorough curette- 
ment of the margin of the fistulous tract and by 
removing all the fungoid growth; then undermining 
at some distance and lifting away the vaginal tissue so 
as to expose to view the rectal pertion beneath. The 
edges of the rectal tissue were then brought together by 
deep buried continuous aseptic animal suture’ so 
adjusted as not to penetrate the rectal mucous tissue. 
After the rectal structure had been united, the vaginal 
portion was then replaced and so affixed by the 
sutures as to close completely the abnormal com- 
munication; the parts were then dried and covered 
with the compound tincture of benzoin and iodoform 
and protected with tampons of iodoform gauze. The 
wound closed by primary union. In the treatment 


of fistula, cauterization of the edges may sometimes 


be successfully resorted to. In carrying out this 
method the thermo-cautery or the galvano-cautery 
will sometimes be helpful; in some instances the hot 
iron, formerly more often employed than now, may 
occasionally be tried with advantage. The cases in 
which such a course is indicated are not numerous; 
in those cases in which there is any considerable 
phosphatic deposits about the edges, or in which 
there is indurated and thickened tissue around the 
fistulous margin the adoption of this method will not 
prove successful. It is only in cases in which there 
are healthy granulations springing up about the edges 
of a fistula with comparatively narrow opening that 
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the employment of cauterization in any form will be 
likely to yield favorable results. The method of 
flap-splitting as employed in perineorrhaphy com- 
prises the best procedure as a preparatory step in a 
typical surgical operation for closure of such a fis- 
tulous tract. By this procedure there will be no loss 
of normal tissue; the openings in the rectal tissue 
should beclosed by continuous aseptic animal sutures. 
The suture obtained from the kangaroo tendon is to 
be preferred. In no event should the suture pene- 
trate the rectal mucous membrane; after the rectal 
septum has been sutured the vaginal portion should 
be closed from its under surface. 

I can not advise the use of Lauenstein’s sutures 
for the reason that in extensive lesions the many 
knots which this method necessitates to be tied in the 
sutures are liable to prevent speedy and complete 


cicatrization of the wound. In attempting to raise 
a flap or to undermine the vaginal tissue the line of. 
incision should extend 1.5 centimeters above and. 
below the fistula, as is advised by Saenger, and should | 
be in depth in the tissue upward 1.3 centimeters. In | 
some cases, after first undermining the vaginal tissue, | 
the flap can be turned up by drawing merely upon the| 
tissues, using the knife or scissors only at the point in| 
which the parts are adherent; in other instances the 
subvaginal tissue may have undergone such changes 
by a previous hyperplasia that the recto-vaginal wall 
can not be separated without great difficulty. Recto- 
vaginal fistula may sometimes be closed by a mere 
denudation of tissue, but when the opening is near 
the perineum the vascularity of the tissue at that 
point may be so deficient that union will fail to take 
place. 

The old method by transplantation of flaps from 
other parts as from the anterior vaginal wall, or from 
the rectum, and even from the cutaneous surface for 
certain peculiar conditions, may be occasionally 
tried, though operative attempts by such method have 
rarely been attended with success. Fistule situated 
high up in the fornix are more difficult to reach; if 
the opening is small and the pressure through the 
intestinal wall is not great, division of the septum 
may be effected, and the recto-vaginal portion should 
be sutured after the manner above mentioned. If, 
however, the communication is of a large size the 
closure may be attended with greater difficulty. 

Saenger,’ of Leipzig, to whom reference has been 
made speaks of a method of treatment by perine- 
otomy. The perineum is split transversely and the 
levator ani is partially divided; the portio vaginalis 
is then drawn down and the opening in the vulvo- 
uterine canal is thus closed and the sutures are ap- 
plied to the vaginal wound. The operation by split- 
ting the recto-vaginal tissue is the one best adapted 
in those cases in which there is a due degree of vas- 
cularity in the vaginal structure for insuring imme- 
diate union; in the higher segments of the vulvo- 
uterine canal the arterial supply is the most plentiful. 
In the lower portion the nutrition is often extremely 


limited. Saenger uses fine aseptic Chinese silk for | 


buried sutures in this work; he prefers silk to catgut 
in effecting closure of the rent. He makes no men- 
tion of the use of tendon sutures. 
calls attention to important points in methods of 
operating by the splitting of the recto-vaginal septum 
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from the perineum. His method though not com- 
plete in all respects contains principles that are 
capable of being utilized to the highest advantage 
in procedures necessary in this kind of plastic sur- 
gery. 

Recto-perineal-fistula though not as serious a lesion 
as when the rent is situated higher in the vaginal 
wall proves for the most part very annoying. In my 
practice I have met with a number of cases of this 
variety and have found that operative measures sim- 
ilar to those for fistula ani have been necessary for 
speedy and complete cure. As already stated, recto- 
vaginal fistula can not be easily cured by merely 
freshening and suturing the edges of the opening, 
nor can it be readily overcome by a triangular de- 
nudation of the vaginal laver. Such a loss of tissue 
by procedures of this kind does necessarily weaken 
the normal vascularity of the parts and so prevents 
closure of the communication and also entails danger 
of the occurrence of a greater opening. 

The cure of a recto-vaginal fistula located at or 
near the sphincter ani may be prevented or delayed 
on account of frequent contractions occurring in the 
muscular tissue of that part. In such cases thorough 
division of the sphincter and sometimes of the perin- 
eum either by incision or by stretching of the parts 
by digital dilatation as was formerly recommended 
by Van Buren should be had recourse to. Recto- 
vaginal fistula is often more difficult to heal than a 
vesico-vaginal one. This is especially so when the 
fistula is situated on a higher level and where it can 
not be brought down and exposed to view. The loca- 
tion of a fistula situated very high up or not within 
easy reach may be inferred from the character of the 
fecal discharge which is usually much more yellow 
than when occurring at a lower point. The fact that 
the opening of a recto-vaginal fistula is much more 
extensive on the vaginal than on the rectal aspect 
necessitates a resort to the method by division or 
splitting of the septum; by this means the rectal 
portion may be more easily reached. It should then 
be carefully sutured in order to insure at least closure 
of that portion of the structure which separates the 
two canals from each other. If the opening in the 
rectal portion can be made to unite by the first in- 
tention that of the vesical side if interrupted may 
subsequently close by granulation. In all cases after 
the sutures have been inserted the parts should be 
irrigated again with the warm sublimate solution and 
should be dried, and protected by the application of 
iodoform or aristol or iatrol. For the first few days 
the bladder should be regularly emptied by the em- 
ployment of the catheter. The bowels should be 
kept in a solvent condition, and the wound should 
be subsequently irrigated with the sublimate solu- 
tion or with warm water, whenever any urinary or 
fecal excretion or other septic matter may have come 
in contact with its edges. 


Ovariotomy Performed During the Course of a Puerperal Septi- 
cemia.—Pinard ( Bull. Acad. Med. 20 Fevrier 1894) reports a case 
by Le Roy des Barres. Young multipara, four days after 


_childbed had symptoms of peritonitis; fifteen days later 
In his paper he | 


pleuritic effusion, and phlegmasia dolens. There was also a 
suppurating cyst of the ovary. Aspiration evacuated six 
litres of purulent liquid. Eight days later laparotomy was 
performed ; there was found a unilocular cyst with a normal 
pedicle; a cure resulted.—Revue des Science Médicales, July, 
1894. 
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VENTRO-FIXATION IN EXTREME ANTERIOR 
DISPLACEMENTS OF THE UTERUS. 
Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annual Meeting of the American + ot -"agggecememaas held 


at San Francisco, June 5-8, I 
BY H. R. HOLMES, M.D. 
PORTLAND, OREGON, 

It is fairly understood that gynecologists are at 
variance in regard to their ideas of the clinical im- 
port of extreme anteversion and anteflexion of the 
uterus. Some there are indeed, who believe that 
these unnatural positions are of so little consequence 
as to merit little or no consideration. Some writers, 
however, do give these pathologic conditions some 
attention and cast about in a somewhat doubtful 
manner, hopeful of remedies for relief from the 
symptoms and consequences which they are supposed 
to sometimes produce. 

Personally, I am inclined to regard anteversion 
and anteflexion of the uterus as being of little impor- 
tance ordinarily, but when the displacement is ex- 
treme, or if certain complications are present, the 
aspect of the case is so changed that much suffering 
may be the consequence. 

I am sure that retroversion of the uterus often ex- 
ists for years without causing particular distress and 
I am much inclined to believe that, “all things being 
equal,” retroversion, will ordinarily, rarely require 
attention from the gynecologist. That retroversion 
does often imperatively demand attention I do not 
desire to question, but I suspect that it is so from 
the coincidence of neighboring ailments in active 
process. To illustrate: A retroverted uterus with 
no complications, giving rise to irritation, congestion 
or inflammation, will find a welcome biding place 
somewhere within in the sacro-coccygeal curve, but 
if there be any kind of rectal trouble, particularly of 
inflammatory nature, by pressure the mal- posing 
womb may cause circulatory and nervous disturb- 
ance. 

Retroversion and retroflexion are often accom- 
panied by rectal troubles, such as hemorrhoids and 
anal fissure. So in such instances it is not more 
strange that distressing symptoms should be excited, 
than that functional proprieties should be offended 
if a square meal be taken by one who has gastritis. 
Assuming then, that there is indubitable evidence 
that extreme anterior displacements, although rarely, 
sometimes produce very great distress, such as pain 
when pressing upon an inflamed bladder, to which 
may be added dysmenorrhea with all that goes with 
it, it is natural that we should compare the remedies 
in use at present for the treatment of these troubles, 
and if they do not seem to give satisfaction it is 
natural, too, to court some measure that may. 

In the few cases (six in number) which have come 
under my care within the last two years, (I would be 
understood as meaning that of all cases of anterior 
displacements that I have seen within the time 
named, this number imperatively demanded treat- 
ment), the cases of anteversion could not be treated 
with pessaries with such skill, or possibly lack of 
skill as I could apply them with, for the use of pessa- 
ries considerably intensified the bladder symptoms. 
In the anteflexion variety pessaries did, to an extent, 
relieve a tenesmus, but the dysmenorrhea was not 
favorably altered. In one case where a distorted 
broad ligament seemed accountable for the malposi- 
tion, an intelligent practical trained nurse was em- 
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ployed to treat the case with massage, and at the end 
of the second month the position of the uterus was 
thought to be normal, and it was gratifying to note 
the absence of all symptoms referable to the uterus. 
Digital exploration also found everything satisfac- 
tory. It was annoying, however, toa sensitive nature, 
to observe during the next four months all the old 
symptoms, subjective and objective, gradually return. 
These symptoms were dysmenorrhea, pelvic tenesmus, 
irritability of the bladder, backache and excessive 
irritability of the nervous system. 

It occurred to me that suspension of the uterus by 
ventro fixation in anterior displacements might, by 
taking pressure of the tender bladder afford relief, 


as is done in ventro-fixation for posterior displace- 


ments, by taking pressure off the rectum and other 
tender structures. I also hoped that in some cases 
the procedure might measurably relieve dysmenor- 
rhea, as the body of the uterus being fixed, the weight 
of the bladder and vagina would tend to alter the 
direction of the uterine canal so that the menstrual 
flow would meet with less obstruction. 

During the last eighteen months I have treated, 
after giving the milder means a fair trial, six cases 
which suggested the title of my paper, and I beg to 
respectfully submit a report of these as testimony in 
support of the plan: 


Case 1.—In June, 1892, an unmarried woman, 30 years old, 
came to me complaining of dysmenorrhea and constant pain 
in the region of the bladder. Her complaint had been grow- 
ing worse for ten years. A careful examination resulted in 
diagnosis of acute anteflexion of uterus. Dilatation and a 
stem pessary were tried according to the practice of Dr. 
Hanks. The next period was attended with less than her 
usual amount of suffering and the pain in the region of her 
bladder was for several weeks less than before, but it soon 
returned as did the dysmenorrhea. I persistently es 
pessaries, tampons, and massage, and yet all that I tried 
gave no permanent relief,and I began to think of raisin 
the uterus up and fastening it to the anterior abdomina 
wall. November 10, following, I was called in the night to 
see the patient and found her suffering from an intense pain 
which had attacked her as she ran to avoid a storm, and 
from the great shock she suffered together with the physi- 
cal signs and further history she gave, I was led to diagnose 
a ruptured tubal pregnancy. Next day the abdomen was 
opened and afetus of about ten weeks was removed, as was 
the ruptured tube and corresponding ovary. On account of 
an extensive follicular degeneration of the other ovary, and 
an inflammation of the tube on that side, their removal was 
practiced also. The uterus was raised up and the fundus 
was attached to the abdominal wall about aninch and a 
half above the pubes. Convalescence was uneventful. 

Two months later she informed me that she had no pain 
about the bladder, and instead of having to urinate every 
hour or two as formerly, she was able to retain her water 
four or five hours without annoyance. May 11, and just 
eighteen months following the operation, I called to see the 
woman and she declared that since the operation, she has 
never had bladder trouble, or indeed any other trouble, ex- 
cepting the flushings and such other manifestations as usu- 
ally, come along with a precipitate menopause. 

Case 2.—Miss C., age 26; sent by Dr. Mac H. Whitney of 
Portland, March, 1893. Extreme anteflexion ; os closely ap- 
proaching fundus uteri; had painful menstruation and fre- 
quent painful urination for eight years; the dymenorrhea 
even antedated this period three years ; she was now neuras- 
thenic. Attempting to pass.a uterine sound, it was found 
impossible until, while a Sims speculum was being used a 
tenaculum applied to the anterior cervical lip, gentle trac- 
tion so changed the direction of the canal that the sound 
readily entered at about the ordinary curve. Ventro-fixa- 
tion was done May 3, 1893. Ina recent conversation Dr. 
Whitney said to me: “Miss C. is quite well and has been so 
ever since the operation. The uterus hangs from the point 
where it was fixed; the flexion seems to be overcome. She 
menstruates regularly and with very slight pain. Her blad- 
der symptoms have gone, as the frost vanishes before the 
sun,” 


230 


DISCUSSION. 


[ Aveust 11, 


Case 3.—Mrs. R., age 28; consulted me June, 1893, with 
following history : Married years; 2-para; always had 
good health until second child was born, three years ago; 
cervix uteri torn, perineum was very much relaxed ; leucor- 
rhea and irritability of the bladder were the first symptoms 
to show themselves and were soon followed with constant 
pain in region of the bladder; the vesical manifestations 
were considerably increased at monthly periods ; the periods 
came on regularly as to time, but after twenty-four hours 
there is an intermission of the flow for twenty-four hours 
and then the flow continues two days more with quite severe 
pain; there is an extreme anteversion of the uterus; the 
urine passed during the night and morning when examined 
is found to be of alkaline reaction sp. gr. 1010 and there is 
an abundance of mucus contained in it. 

Benzoic acid improves the quality of the urine for a time, 
but for a short time, for the drug deranges the digestion. 
For four weeks the bladder was washed out every fourth 
day, using first warm normal salt solution, then a solution 
of borax 5i— Oi, and during the last two weeks 2. grains of 
nitrate of silver to the ounce were tried. 

All I can honestly say of the effects of the remedies em- 
ployed is that they were of marked temporary benefit. The 
treatment of this patient by a number of physicians, in- 
cluding myself, marks a range of several years and not be- 
ing satisfied with results, suspension of the uterus was sug- 
ete and practiced September, 1893. Within a fortnight 

ollowing the patient ceased complaining of bladder symp- 

toms and within three months had taken on an appearance 
of general well being and I am permitted to report that at 
present writing she is enjoying good health. 

Case 4—Mrs. M., age 40; multipara; sent by Dr. Cathey, 
of Woodburn. Had been in bed most of the time for the 
last ae months; had lacerated cervix and perineum, 
as well as chronic cystitis and extreme anteversion of the 
uterus. 

The cervix and perineum were repaired according to Em- 
met’s method. The sutures were removed from the perin- 
eum in ten days and good union found. Six weeks later the 
cervical sutures were removed and the mechanical result 
was pronounced good, and yet there were annoying bladder 
disturbances, pressure symptoms. The abdomen was now 
opened, and uterus sutured with two No.8 silk sutures to 
pr A anterior abdominal wall, an inch and a half above the 
pubes. 

In a paper read before the Portland Medical Society, Jan. 
3, 1894 entitled, “A Year’s Work in Gynecological Surgery 
Without a Death or Stitch-hole Abscess,” I reported this 
case stating that although there was yet some inflammation 
of the bladder all the pressure symptoms had gone. The 
paper being published in the Medical Sentinel for January, 
1894, and Dr. Cathey ogi, read it, wrote me Jan. 24, 1894, 
from which I copy the following: “In regard to Mrs. M., 
your report does not do you justice,in that her vesical 
trouble is comparatively gone. She has not had an attack 
of vesical irritation since she came home from the hospital. 
She is entirely free from the pressure symptoms which she 
had constantly for years before the operation of ventro-fix- 
ation. She is walking about and to use her husband’s 
language, seems a different woman.” 

Case 5.—Mrs.8., age 29; married ten years. Never had 
been pregnant. Consulted January of present year. Briefly, 
had dysmenorrhea vesical pain and tenesmus at menstrual 
periods. Examination led to diagnosis of extreme ante- 
version ; the uterus directly pressing upon a chronically in- 
flamed bladder. After a month’s treatment with discour- 
aging results, ventro-fixation was advised and accordingly 
done February 9. On May 12, Mrs. 8. called at my office to 
express her gratitude and said she had, since leaving her 
bed two weeks after the operation, felt perfectly well. Had 
menstruated three times since operation with very slight 
pain and no vesical tenesmus. 

Case 6—was operated on in the last partof April and it is 
too early to report. It was the counterpart of Case 2, and 
there is every reason to hope eventually for even as good 
results as were had in that case. 


CONCLUSION, 


I am not aware that this operation was ever sug- 
gested until by me in 1892. I presume it was never 
practiced until November of that year. That I was 
deviating to an extent from popular professional sen- 
timent regarding the significance of anterior dis- 
placements of the uterus, I was well aware, and yet, 


while the staggerer who falls upon his face is just as 
apt to suffer, or to cause suffering to those he falls 
about, as he who falls upon his back, I am just as 
willing to lend a helping hand to one as to the other. 
It is not likely that this procedure would have yet 
been introduced had not our own Dr. Kelly proven 
in this country the utility of ventro-fixation in pos- 
terior displacements. I trust I may be pardoned for 
the remark that I have seen, 1 think, certainly as 
much relief from the procedure in a case of anterior 
displacement as I ever have in the posterior variety, 
while Iam a believer in the operation in posterior 
displacements and practice it frequently. 

My cases, true, were not uncomplicated, but will 
not the advocates of ventro-fixation for other condi- 
tions have observed that their cases were also com- 
plicated? 

In cases of dysmenorrhea due to anteflexion, I 
should do the fixation with a hope of best results 
only when the tenaculum applied to the cervix by 
moderate traction, the uterine canal could be changed 
to the extent of permitting the ready introduction of 
a sound, believing in such cases that traction of the 
bladder and vagina would so alter the direction of 
the canal that the menstrual flow would meet with 
no considerable obstruction. I recognize that this 
operation has not had sufficient trial to appraise its 
value and yet the uniform results of the few cases 
reported, do seem to me, to speak no uncertain 
sound, and I desired that the world should hear it. 


DISCUSSION, 


Dr. H. P. Newman—lIn regard to Dr. Holmes’ paper, I was 
much pleased to hear a paper upon this subject. However, 
the indications for treating introversions or introflexions of 
the uterus,as you all know,are not to be compared with retro- 
displacements. We have a different class of troubles to 
deal with, and the surrounding circumstances are in strong 
contrast to those of retro-displacements. The indications 
for operations in anterior displacements are not so marked 
as compared to those of retro-displacements. 

It is well known that in operations for retro-displacements 
we have in mind this factor: The aid of abdominal pressure 
in sustaining the uterus. In the anterior displacement there 
you have the abdominal pressure probably as a factor in 
keeping it up,in place of aiding you in keeping up the 
pathologic condition. 

But my experience is, if there are symptoms associated 
with anterior displacement of the uterus, it is usually de- 
pendent upon conditions outside of the mere position which 
the uterus holds, and as the previous speaker has just said, 
very often it lies in some broad ligament affection, and not 
in the uterus itself. I would have these points thoroughly 
weighed before we put forth any other methods for anterior 
displacements of the uterus. However, | commend the 
author of the paper for his fortitude in presenting it, and in 
being a pioneer in that class of work. 

Dr. McLaren, St. Paul—I would like first to speak in 
regard to Dr. Holmes’ paper. We have here a large and 
important subject. I am very glad that Dr. Holmes has 
been able to make these experiments in the direction of 
relief from inversion and introversion, although I believe as 
he does, and perhaps even more strongly, that they are given 
altogether too much prominence even to-day. The uterus 
naturally lies against the bladder. That the small weight 
of the body of the uterus lying against the bladder can pro- 
duce chronic inflammation I don’t believe; that it may pro- 
duce an irritable condition of the bladder perhaps we must 
admit. 
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The Doctor takes up the position of fixation of the uterus 
to the anterior abdominal wall, and relates six cases. To 
my mind some of those cases should be included under the 
head of chronic endometritis. There are a number of these 
cases which give the exact symptoms which Dr. Holmes 
describes who have their leucorrheal discharge, and still can 
be relieved by other means. 

In the third case the Doctor mentions there was a lacera- 
tion of the cervix. I did not understand whether he ope- 
rated on the laceration or not. I believe a longer period 
should be given than is often the case before laparotomy is 
resorted to. Laparotomy is still a serious matter. If there 
is only 3 per cent. of mortality, if the 3 per cent. happens to 
be in your own family, it presses upon you as it would in no 
other way; and I feel that it is only in the hands of the 
experts that the mortality is as low as 3 per cent. 

In the fifth case the Doctor speaks of chronic inflamma- 
tion of the bladder, which he may not have meant exactly 
in that way. 

It is not proven that the fixation of the uterus for retro- 
displacements is everything that may be desired. I have 
seen several cases operated on by Dr. Howard Kelley, and 
by Dr. Lusk, of New York, all of which had broken away in 
a short time. Some of them returned to their distress, and 
others gaining some relief. As Dr. Holmes says, many cases 
of retro-displacement are not pathologic. In many cases 
there is a complication with either disease of the tubes or 
ovaries. 

Dr. E. R. Hotmes—Mr. President: Isanction every word 
said by yourself in regard to that training which is neces- 
sary toa specialist in order to fit him for the work before 
him. I must say, too, that I approve more fully the ideas of 
the first speaker than he understands from my paper. Now 
I may be pardoned for calling attention to the fact that I 
stated in the beginning of my paper that I was proposing 
an operation to be used only in exceptional cases. I assure 
you that my diagnoses in these cases have been carefully 
made that I have presented to you. 

I am reminded of my own position by the gentleman who 
insists upon a certain training that one must have in order 
to fit him for special work. Something like seven years ago 
I became a specialist through force of circumstances. I 
engaged in the practice of medicine seventeen years ago, 
and the character of work I was doing was general, as I was 
in a remote district, and it was necessary for me to do gyne- 
cologic work, which led to my making it a specialty. I 
studied gynecology with Prof. S——, of Brooklyn; after- 
wards took a special course in the Post-Graduate School in 
New York; I took a special course in ovarian tumors, and 
a special course of gynecology with Wm. Baker; and during 
most of a year spent in London I was continually associated 
with Dr. Keith. I have habituated myself to diagnosing 
carefully. I have been the gynecologist of the Portland 
Hospital, and have had an active practice. 

I have culled these six cases I presented to-day from a 
great number of cases, in order to emphasize the possible 
value of this plan which I present to you. 

I want to present one more case, and then I have done. 
This patient for the last eight years had been suffering from 
the trouble I am speaking of, and had spent half of the time 
in bed, and the last six months all the time, still having 
bladder pressure symptoms. After the uterus was raised 
and fastened to the abdominal wall she was relieved from 
her trouble. This seems to indicate that it was the opera- 
tion of raising the uterus and anchoring it to the abdominal 
wall that gave her the much desired relief. 
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A PLEA FOR MORE THOROUGH TRAINING 
IN GENERAL MEDICINE AND OBSTET- 
RICS ON THE PART OF THE 
GYNECOLOGIST. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annnal Meeting of the American Medical Association, held 
at San Francisco, June 5-8, 18M. 


BY HENRY P. NEWMAN, A.M., M.D. 
CHICAGO, ILL, 

In the pursuit of any calling or profession, as 
time advances and experience widens, certain con- 
clusions force themselves upon us as the result of 
individual observation. These develop into positive 
opinions and generally strike us as original, since 
they are born of our knowledge of things as they are 
and our convictions of things as they should be. But 
very often we find that other workers in the same 
lines have been impressed with like certitudes, and 
have arrived at conclusions identical with our own. 
If, then, it happens that certain necessities or reforms 
are urged simultaneously by many careful and com- 
petent observers, it follows that there must he strong 
indications for their iteration, and if the matters be 
of any moment too much attention can not be given 
them. With this in mind it has occurred to me to 
offer to my colleagues in the gynecologic specialty 
some suggestions relative tothis branch of medicine 
in its present aspects and its immediate outlook. 

It is evident from the testimony of many good 
authorities that, in spite of the wonderful progress 
of modern medicine and the brilliant attainments 
in surgical and mechanical methods of healing, we 
have reason to fear for the unity, integrity and honor 
of our profession. It is useless to shut our eyes to 
the fact that danger threatens, or to put it aside as 
sensationalism sans foundation, for the warning 
comes with greatest insistence from those who have 
so far sustained reputations for accuracy of observa- 
tion and calmness of judgment. 

Many eyes are fixed with apprehension upon the 
little cloud, now hardly bigger than a man’s hand, 
which is appearing in the fair skies of this success- 
ful era of gynecology and threatening to overcast the 
whole horizon. Its presence there may cause this 
generation little positive harm, but it is gathering 
portent for the future. So long as the substantial 
wisdom, clear-sighted diagnostic ability and sound 
practical judgment of those who control affairs in 
medicine to-day shall continue to prevail we have 
little to fear. It is the on-coming period for which 
we plead. 

The ease with which the most delicate surgical 
operations can now be accomplished, and the skill 
which can be acquired by frequent operating, to- 
gether with the comparative freedom from fatal con- 
sequences which has been secured by modern aseptic 
and antiseptic methods, offer a menace to the public 
weal whose proportions are destined to give serious 
trouble to the next generation. 

That there is a growing tendency among graduates 
to enter at once upon the practice of a specialty 
without suitable preparation is too apparent to be 
gainsaid; and itis in this tendency that the great- 
est danger to the profession lies, more especially 
affecting the future of the art and science of gyne- 
cology. 

The field of pelvic surgery has widened and 
fructified until it offers too conspicuous a tempta- . 
tion to that class of men who are on the lookout for 
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every opportunity to profit in pocket and reputation 
by the misfortunes of their fellow-beings. 

We may see one kind of specialism in our large 
stock yards every day where exceedingly clever sur- 
gery is done by the man whose duty it is to make the 
sweeping incision, which with lightning dexterity 
severs this or that organ from its surrounding struc- 
tures. He becomes expert almost beyond belief, and 
does vastly better work than many a professional 
man—in a purely mechanical way—but his skill is 
manual only, and is amply remunerated by his daily 
wage. And yet this man offers the most striking 
analogy to that specialist who fits himself to do but 
one thing in surgery, and that for the money there is 
in it, as we are forced to admit some are doing. As 
one member of the American Gynecological Society 
has said:' “It is a melancholy truth that tyros in 
the profession, so far as general medical knowledge 
is concerned have become expert abdominal surgeons, 
and have acquired proficiency in technique but with- 
out the diagnostic skill which should accompany it, 
and which some experience in general medicine alone 
furnishes. Such men as these are not fair representa- 
tives of the best gynecologists of the present time.” 

The italics are mine, to emphasize the thought 
which is comforting as far as it goes, but painfully 
suggestive of the situation which may supervene 
when the present shall give place to the future, and 
these representative, well-balanced, well-equipped 
specialists have resigned the careful and conserva- 
tive knife into the eager hand of rising ambition. 

This is not, understand me, a plea for conservative 
surgery, in the sense in which the term is often used 
to designate cowardly hesitance or dangerous dally- 
ing with morbid processes, often denying to the suf- 
ferer the single hope of prompt and radical inter- 
vention; for often the success of the operation and 
the life of the patient depend upon the intelligent 
seizure of the golden opportunity. No! All honor to 
the pioneers in fearless surgery, and to the advanced 
and progressive leaders who have carried the art for- 
ward to the present stage of perfection, but let such 
honors always be vested in just such men ;—men who 
have climbed the ladder, round by round, and carried 
with them the cumulative benefits of each upward 
step,—rather than bestowed upon those who would 
clear the distance by the new, ewrial, rapid transit 
route. 

Morell MacKenzie, advocating the still more elab- 
orate subdivision of medicine into yet more restricted 
specialties, sees the tendency of this advice in threat- 
ening the unity of medical knowledge, and qualifies 
it by insisting that: “No medical specialist is to be 
trusted who has not received the best and widest edu- 
cation in medicine and surgery, and they undoubtedly 
make the best specialists, who either as physicians or 
surgeons, at general hospitals, or as family practi- 
tioners, have had the largest and most varied family 
experience. If under these advantageous circum- 
stances the change be not made too late in life, all 
previous work can be brought to a focus on one spe- 
cial point.” 

The dangers of the popularization of specialism in 
medicine suggested themselves strongly to the think- 
ing mind as long ago as 1850, before the practical 
working of the system had also demonstrated the 
counterbalancing advantages, and we find Dr. Wortb- 
ington Hooker addressing the medical students in old 
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Yale, after this manner: “With a special attention 
to any one thing is naturally associated the idea of — 
special skill. But to say nothing of the fact that this 
special attention does not always result in imparting 
skill, it often occurs in medicine that a reputation 
for skill in some particular department is built upon 
the mere show of study and research.” 

It may be perfectly safe for any of the old-line 
specialists to assert that the future of gynecology 
turns on an enlightened and conservative surgery, for 
no one questions his ability to comprehend what is 
enlightened and conservative surgery, and to apply 
it to properly selected cases, always with an eye sin- 
gle to the benefit of the patient; but what of some of 
the newer apostles of the creed, “surgery first, last 
and all the time,” whose field of vision is covered 
with the glittering allurements of many and remu- 
nerative operations? 

Ten years ago, W. O. Priestley, then President of 
the Obstetrical Society of London, said to that body: 
“Tt has occurred to me in making a general survey of 
our ground, and weighing our present position, that 
the great impetus given of late years by many admir- 
able workers to the progress of uterine surgery has 
tended to throw the balance somewhat too much over 
to the surgical side of the scale, and that operative 
and mechanical methods of treatment have displaced 
somewhat unduly and hurtfully the medical and 
psychical considerations in uterine cases.” 

The years which have elapsed since then have only 
altered the situation, in so far that such a mild 
statement of the case is no longer adequate to ex- 
press the situation. 

“Psychical considerations” is Greek to the current 
language of gynecology, and yet it holds a meaning 
which should appeal to every thoughtful investiga- 
tor to-day. Woman and her diseases are the professed 
objects of our scientific care, but is it not evident 
that her diseases are receiving a paramount degree of 
attention? 

The disease first, the woman second—if at all. A 
glance through the exhaustive and exhausting in- 
dices of current literature in gynecology will illus- 
trate this fact. 

Reports of cases, pathologic phenomena and rec- 
ords of astonishing deeds of daring on the part of this 
or that surgeon repeat themselves ad infinitum and 
ad nauseam, while only here and there in the heroic 
list, a lonesome title appears: “Is woman degene- 
rating physically?” or, “The importance to woman 
of hygienic occupations,” or again, “Some errors in 
female education and regimen.” A carefully selected 
list of all the feats accomplished by pelvic surgery 
during the last decade would prove the statement. 
Thousands of lives have been saved by ovariotomies 
and thousands more relieved of menstrual troubles 
and reflex neuroses by the same means, to be no idle 
boast. 

And, since the number of sufferers applying to the 
specialist for relief is really only a small proportion 
of the whole number who ought to do so, it also 
proves that in addition to these thousands of women 
who have been rendered sterile by surgery, there are 
many more who are incapacitated by disease from 
producing healthy offspring. 

To be sure, if a woman can not retain her uterine 
appendages and live, she is better without them: “If 
thine eye offend thee, pluck it out”; but the man 
who professes to be an authority upon the diseases 
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peculiar to women is criminally superficial if he is 
content to accept such a state of things as it is, and 

does not inquire into the responsibility for the ter- 

rible alternative. 

The outlook for posterity is getting rather bad, 
and something must be done in its interest very 
soon. The subject of woman’s health touches soci- 
ety at its most vital point, and in this progressive 
age the eyes of the public will soon be turned this 
way. If there is to be a movement in favor of 
health among women let it be directed by the gyne- 
cologist, not against him. 

The profession has educated the public to high 
views in many departments of sanitation, and taught 
it to cope with contagious diseases, epidemics, filth 
diseases, and others from the rational standpoint of 
prevention. Just as the prevention of smallpox is 
more important than its cure, so ought it to be with 
gynecic disease, which last is a far more dangerous 
foe to the community. We want to save our women 
from the suffering which is coming to be the pas- 
sively accepted inheritance of the majority of the 
daughters of Eve. 

A full discussion of this question would bring us 
into the domain of sociology, and involve us in com- 
plex considerations which are beyond the scope of 
the present article, but a few points must be touched 
upon in regard to the duty of the gynecologist to in- 
form himself upon all subjects relating to woman in 
health and out of it. 

The age of idealism is gone for the nonce. Per- 
haps a return of the ideal woman might bring back 
the old days of chivalry, when woman occupied a 
a lofty pedestal and the light of romance shone about 
her head; one can not tell, or whether, indeed it 
would be a welcomed renaissance—in this material 
age it is so natural to pieture her on nothing more 
exalted than Chadwick’s table, in Sim’s or Trendel- 
enburg’s or the genu-pectoral position, with the full 
glare of Edison’s illuminator—alas! not on her head. 

Whatever relations these matters may bear to 
woman’s rights and wrongs, or to ethics in general, 
there is a physiologic certainty involved which con- 
cerns us as specialists very positively. The future 
of the race depends upon the manner in which woman 
performs her physiologic functions, and these in 
turn upon the success with which her constitutional 
health is guarded. 

The causes of disease in the female being gener- 
ally acknowledged to be defective development, in- 
cluding congenital defects and inherited tendencies, 
depraved muscular tone through errors in dress, diet 
and regimen, disturbances of the circulation, consti- 
pation and the like, from similar causes; lacerations 
and trauma in childbirth and septicemia following 
parturition; and gonorrhea, it follows that a practi- 
cal knowledge of all these etiologic conditions is 
necessary to the successful practice of gynecology in 
its broad sense, all of which makes the office of the 
gynecologist no sinecure and behooves him to be a man 
of wide observation and special intelligence. There 
can, then, be no short road to skill in such a spe- 
cialty. Several years of conscientious work in gen- 
eral practice and hospital work, with particular 
attention to the province of obstetrics, are none too 
much for suitable preparation. 

As I have said in speaking upon another topic: 
**Prophylaxis is the text of what the future has to 
‘teach us, and hygiene is the key-note of success.” 
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This means that the point of vantage in attacking 
disease is “before taking,” not “after taking.” Espe- 
cially is this true in regard to womankind; there- 
fore a thorough understanding of all that is beneficial 
and all that is detrimental to her growth and devel- 
opment, and above all a humanitarian interest in 
the same, is essential to the higher science of 
gynecology. 

Not only to cure the diseases of women but to pre- 
vent them, not only to be dexterous in the surgical 
arena but to be competent to judge of indications 
and prevent the inroads of physical evils, should be 
our highest aim. 

“The grand difference between men in their power 
to serve the science or art which they cultivate, lies 
in the amount of the world’s experience, which by 
the testing processes of observation they have made 
their own,””! 

DISCUSSION, 


Dr. Josepn Eastman—I can not help thanking the gentle- 
men for these two valuable papers, and I would like to speak 
particularly for a moment upon Dr. Newman’s paper. Sev- 
eral thoughts presented in his paper are essentially the same 
as I expressed some years ago. But they need repeating, 
and the valuable additions he has made thereto make the 
paper one of very great importance. 

The fact that a large number of men as soon as they leave 
a medical college take up some specialty and seek to prac- 
tice, is getting to be a very serious matter. They forget that 
women have stomachs and livers and kidneys and other 
organs, as well as those contained in the pelvis, and the 
practice is based upon the simple one idea. 

Ieall to mind the meeting of a medical society that I 
recently attended, where a great big six foot two inch sort 
of a man, his hair parted in the middle, who had taken up 
the specialty of diseases of the nose and throat, read a 
paper on that subject. It had been about a year since he 
had left the medical college. I became thoroughly convinced 
that he was a type of the men who seek to become specialists 
immediately after leaving college. I also became as thor- 
oughly convinced that there was one cause of his becoming 
a specialist, and none other, and that was about like the 
Kentuckian who had a dog to sell. He said he was a coon 
dog. He was asked if the dog had ever chased a coon, and 
he said, “No.” “ Why do you want to sell him for a coon 
dog?” “Why,” he said, “he isn’t worth a damn for anything 
else.” He was simply a specialist because he was too lazy 
to take up the labors necessary to make him a competent 
specialist. 

Dr. John T. Hodgen, of St. Louis, in his address as Presi- 
dent of the Mepicat Association, made this ex- 
pression, and I shall never forget it: “ The specialist should 
be a most accomplished physician and surgeon, and some- 
thing more; too often he is something less.” 

It would not hurt a young man, as | believe, to have a good 
manual training, and it would be a means in the line of fit- 
ting him to be a competent specialist. 1 remember hearing 
a doctor say that it was a sin for a man to take up a saw for 
the first time to saw off a bone, when he could more profit- 
ably have used the saw, and with less damage, in sawing 
boards and joists. 

Mrs. Eastman often twits me for telling people that I worked 
for three years at the blacksmith’s trade when I was about 
18 years of age; and some of my professional friends have 
asked me to quit mentioning that for nine years I was a 
country doctor practitioner, living in a small village. I in- 
sist that if I am a specialist at all, ] am such largely by 
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what I learned in the blacksmith shop and in general prac- 
tice. The best ideas I get to-day to help me in gynecology 
are such as I secured in taking private lessons in diseases 
of the chest, and such as I obtain from general practitioners 
in consultation, rather than from the medical journals filled 
up with authorities from the youngsters who are attempting 
to become specialists, like some of these Democratic Sena- 
tors, “a tariff for revenue only.” 

Dr. McLaren—In regard to the excellent paper we heard 
from Dr. Newman, I can most heartily and most thoroughly 
agree with every position be hastaken. It seems to me that 
the division between obstetrics and gynecology, as seen in 
America, is wrong to a great extent, and that we would do 
better work if our clinic hospitals were conducted like those 
of the German clinics, where the professor of obstetrics is 
the professor of gynecology. 

A man should not expect to become a specialist at the 
very hour of his graduation. If he expects to be a special- 
ist in gynecology, after his three or four years course he 
should have service in a hospital devoted to this class of 
practice, because no matter how thoroughly learned we are 
in the theory we must learn it practically. Let a man read 
and write and work to a great extent on his specialty, but 
let him do all the general work that he possibly can. 

Dr. Grpzons, Idaho—I do not belong to this Section, but 
there is one thing I would like to say to the specialists. I 
have charge of an insane asylum, and I have been connected 
with the treatment of the insane for a number of years. I 
want to say to the specialists that if you can find a way by 
which you can unsex the men, you will not have to unsex 
the women so much. (Applause). 

I have observed that my patients in the insane asylum 
without any special treatment for the uterine organs usu- 
ally get well. In the insane asylums you will find very 
little uterine trouble. 

Mrs. Brownwe.i_—I do not agree with Dr. Newman’s pessi- 
mistic views in regard to the women of the present day. I 
was in Chicago last year and I noticed everywhere the bus- 
iness energy and life of the women of that city, and with 
what rapidity they moved about. 

The older ones will remember that forty or fifty years ago 
cloth shoes were worn by the women; look at the common 
sense shoes they wear to-day. I think the ladies of to-day 
have advanced 20 per cent. within the last ten years in 
regard to health, and I expect to see the advance continue. 

Dr. Henry Parker NewmMan—The subject of my paper 
would be favorable for prolonged discussion I am sure, but 
owing to the lateness of the hour I think it is best to adjourn. 
Some one, however, evidently misunderstood the purport 
of it, by crediting me with attacking the health and devel- 
opment of woman. I do not doso. On the other hand, as 
a gynecologist and a specialist I hope, and we all hope, to 
see womankind raised to a higher standard; that is our aim 
and that is our purpose. 

The only idea I had in presenting this paper was to sound 
the alarm of some of the mischief that is being done, or will 
be done, if gynecology degenerates into simply surgical 
procedures. It is a field which covers so much and means 
so much, that it is certainly pitiful to read some of the 
gynecologic literature, and even to attend some of the 
special societies, in which the subject of gynecology seems 
to have become circumscribed and belittled until we hear 
nothing but surgery, plastic operations, and matters of like 
importance from beginning to end. 


The Gynecologic Sequela of Grippe.—Ballentyne in the Edin- 
burgh Medical Journal has observed among the sequela of 
Brippe a tendency to produce metrorrhagia, menorrhagia, 
and hematocele. In newborn children the author has 
noticed the great mildness of the disease as compared with 
its effects in adults. 


A CASE OF DIDELPHIC UTERUS WITH LAT- 
ERAL HEMATOCOLPOS, HEMATOMETRA 
AND HEMATOSALPINX, WITH SOME 
REMARKS ON THE TREATMENT 
OF THESE CONDITIONS. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annual Meeting of the American Medical Association, held 
at San Francisco, June 5-8, 1894. 
BY X. O. WERDER, M.D. 
PITTSBURG, PA. 

The uterus didelphys is undoubtedly one of the 
rarest malformations met by the gynecologist. Until 
recently it was thought to exist only in connection 
with deformity of other organs of such serious nature 
as to interfere with the life of the fetus; at present, 
however, there are on record a number of well authen- 
ticated cases in adults; in a cursorv examination of 
the recent literature I have been able to find ten or 
eleven, a few of them with lateral retention of men- 
strual blood in vagina, uterus and tube, as in my 
own case. 

By uterus didelphys we understand two well formed 
and entirely separated uteri, with no partition wall, 
which have either no connection with each other at 
all, or at least a very loose one, but with only one 
cornu and, therefore only one tube and ovary accom- 
panying each organ; in other words, two complete 
uteri unicornes. In connection with this anomaly 
we may have a double vagina, one for each uterus, 
or there may be only one single vagina or a complete 
vagina with an incomplete one, as in the case to be 
described. 

The history of the case is briefly as follows: 


On January 13 of this year (1894) I saw, in consultation 
with my friend, Dr. Jos. N. Hoffmann, Miss Olga M., age 18, 
who had been confined to bed for several days with severe 
pains in the pelvis, especially marked on the right side. The 
temperature was but slightly increased and the pulse a little 
accelerated. The pains were constant but she had paroxys- 
mal exacerbations which were described as cramps of an 
expulsive character. In addition, there was frequent and 

ainful micturition. Abdominal palpation disclosed a tumor 
ocated in the pelvis and reaching about three or four inches 
above the symphysis pubis and extending over to the right 
inguinal region, and also to the left to a point midway 
tween linea alba and left anterior superior spinous process 
of the ileum. This tumor on the right andin the median 
line was smooth, elastic, but not fluctuating; along its left 
upper surface a projection was noticeable which at the time 
was compared to a thumb, but was of larger size. A digital 
examination revealed normal external, virginal parts ; about 
two inches from vestibule the finger encountered a round, 
fluctuating mass almost entirely blocking the vagina. To 
the left of it the finger was able to pass the tumor along a 
very narrow, slender canal, but no cervix could be reached. 
This mass was continuous with the mass felt above the pelvic 
brim, where it became broader and wider, filling up almost 
the whole pelvic cavity. Onthe right side it reached tothe 
ileum ; on the left, however, a small space was left between 
the iliac bone and the tumor. The latter was distinctly 
fluctuating in its lower segment, but felt harder and firmer, 
although elastic. in its suprapubic portion. The projection 
attached to the left side above described, was a firm bod 
of the shape of a normal uterus, recognized as such, carrie 
up out of the pelvis by the growth. The tumor was tender 
but not extremely sensitive though the examination proved 
very painful. 

On further questioning it was learned that the patient 
began to menstruate at 15, periods oe regularly every 
three and a half weeks, till the winter of 1893, when they 
came every two weeks for awhile; since then, every three 
and a half weeks again; duration, two to four days, quan- 
tity normal until recently, but much increased of late; al- 
ways accompanied since first appearance with paroxysmal 
pains chiefly in right side and back before, during and after 
menstruation ; has been especially marked during last year. 
They were principally of a bearing-down character; also 
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pain on walking and sitting. This pain was so severe that 
she was scarcely able to attend to her work and at times she 
was compelled to go to her bed for several days. Bowels 
aged until last six months, during which time they were 
on y moved after medicine. The only diseases had were 
diphtheria twice and measles. Occupation, domestic since 
12 years of age. She was well developed, of healthy rather 
robust appearance, weighing about one hundred and twenty- 
five pounds and of more chan medium height. As it was 
impossible to arrive at a satisfactory diagnosis and the case 
seemed to demand prompt surgical interference, exploratory 
laparotomy was advised, to which she readily consented. It 
was performed at Mercy Hospital, Jan. 20, 1894. The tumor 
was not adherent, presented a dark purple appearance, some- 
thing like a myoma, was tense, elastic, but non-fluctuating. 
Attached to its left upper portion was the uterus forming a 
projection which was recognized before; it was of normal 
size and appearance, though unicornis with one normal 
ovary and tube. The surface of the tumor was smooth and 
convex, with a slight roundish, dome-like projection in the 
center. The true nature of the tumor was only ascertained 
when the tube on the right side was found greatly distended 
and of a purplish color; right ovary normal. 

There was no doubt that we had to deal with a double 
uterus, the right one enormously distended with retained 
menstrual blood. With a scalpel the tumor was punctured 
a little to the right of the median line and over a quart of 
tarry-looking tenacious fluid escaped, which was at once 
followed by contraction of the uterus. The Fallopian tube 
was removed ; it measured six inches in length and four and 
a half inches in circumference at the fimbriated end where 
it was largest ; the latter was sealed and all traces of a fim- 
brie had disappeared. A long dressing forceps was intro- 
duced through the uterine incision and pushed down to the 
lower end of the sac where a counter-opening was made. 
Through this a long strip of iodoform gauze was drawn up 
to the uterine wound, but not through it, the forceps re- 
moved and the incision in the uterus closed with silk sutures. 
The right uterus was now of about twice the size of the left, 
the distance of the fundus of one from that of the other 
measured about three inches, the bodies were distinctly 
separate, there being a triangular space of at least two 
inches deep between the two organs. Some of the menstrual 
blood had escaped into the peritoneal cavity which was 
therefore washed out with distilled water and the abdominal 
wound closed without drainage. The patient reacted well 
and made an uninterrupted — A week later she was 
again placed on the operating table, the strip of gauze 
packed into the menstrual sac removed and replaced by 
another. Qn this occasion we found that the lower end of 
the tumor was formed by an incomplete vagina, the vaginal 
canal in its upper half was double, the left vagina being 
complete, the right terminating in a closed sac. 

February 9, she was again placed under the influence of 
an anesthetic, the vaginal sac freely incised and washed out, 
the septum between the two vaginz ae excised and 
its a es sutured together with catgut. easurements 
deer the distance from the right cervix to the lower part 
of the blind vagina to be two and a quarter inches, and 
from this to the vulvatwoinches. The right cervix was 
fully an inch higher in the pelvis than the left one and 
larger in size ; the right uterine cavity measured four inches 
in depth, the left one three inches. 

She was anesthetized again March 7, a few days before her 
discharge from the hospital, in order to make another care- 
ful examination and to take accurate measurements. The 
vagina had now only one compartmeat from vulva to both 
cervices; a slight linear cicatrix in the right vaginal wall 
and between the two cervices uteri indicates the former lo- 
cation of the septum. The speculum exposes both cervices 
very plainly to view; they are now almost at the same level, 
though the right one is still about a quarter of an inch 
higher and a little posterior to the left one; the right one 
is a little less accessible than the left and the st ue pro- 
jecting remainder of the septum between both uterine 
necks conceals a portion of the right cervix. Bi-manual 
examination finds both uteri distinctly separate in an ob- 
lique position with their fundi pointing towards the anterior 
superior spinous processes of both sides. The internal sur- 
faces of both uteri meet at an acute angle about an inch 
above the external os where they are connected; the con- 
nection being, however, quite a loose one, allowing distinct 
separate motion of each organ. The bridge coanecting the 
two uteri is about one-third of aninch thick. When a sound 
is introduced into each uterine cavity at the same time they 
cross each other in the vagina at an angle of about 45 


degrees. Both cervices present a normal appearance and 
are of normal size, perhaps a little larger than usually 
found in a virgin; there is a scanty purulent discharge from 
the right os uteri. 

Last examination made May 22 during menstruation, to 
ascertain whether the menstrual flow came simultaneously 
from both uteri. There was a characteristic bloody dis- 
charge from the right os uteri, but only some glairy mucus 
from the left. 


The patient has been in good health since the operation ; 
she has menstruated ee % two and a half weeks, lasting 
from three to five days with very little pain. 

The case is interesting, not only from an anatomic 
and embryonal point of view, but also from .a clini- 
cal one, inasmuch as it opens the question of diag- 
nosis and especially the treatment in all cases of 
gynatresia with retained menstrual blood. It would 
be beyond the scope and intention of this paper to 
treat of all these points thoroughly; it is simply my 
purpose to refer to them briefly, hoping that the dis- 
cussion will augment and complete what I can only 
barely allude to. 

Embryology gives us a ready explanation of this 
very interesting and rare anomaly. As we know, the 
tubes, uterus and vagina are formed entirely by Miil- 
ler’s ducts. These may be divided into three parts; 
the first and upper part is destined to become the 
Fallopian tubes, the middle part the uterus and the 
lower third the vagina. They are formed parallel 
with those of the Wolffian body, and are in their 
upper extremity far apart, but in their downward 
course toward the uro-genital sinus they approach 
each other, coming close together in the lower third. 
After the eighth week this portion begins to fuse, the 
fusion always commencing at the lowest extremity 
and extending upwards until the lower and middle 
third have become firmly united, completing the 
vaginal and uterine canal at about the fifth month; 
but the upper third always remains apart. If for 
some reason this union at this early period of embry- 
onal life is interrupted at any portion along the 
course of Miiller’s ducts, each duct may develop sep- 
arately and independently, resulting in the formation 
of double organs. If fusion of the lower third of 
the ducts has already begun before the inhibitory 
influence has been brought into play, that portion 
will continue to grow as a single organ, while those 
parts whose union has been prevented will develop 
separately and independently as double organs. In 
the case reported, no doubt some such impediment to 
the fusion of Miller’s ducts arose in the early part 
of the third month of fetal life, after a portion of 
the lower third had already become fused, which lat- 
ter continued to develop into a normal vagina, while 
those sections of the ducts which remained separate 
formed double organs, a partial double vagina and 
two separate uteri. 

The diagnosis of this malformation should not be 
very difficult when both vagine are patent and both 
cervices accessible to touch or vision, or where there 
is only one vagina containing two distinct and visi- 
ble uterine necks. More difficult or impossible is the 
diagnosis in such cases as mine, where menstruation 
is going on regularly from one uterus, while the other 
imperforate genital canal is the seat of a complete 
retention of menstrual blood with hematocolpos, 
hematometra and hematosalpinx. In such cases in- 
cluding all forms of gynatresia with double genital 
canals, a positive diagnosis will usually only be made 
after an exploratory puncture or laparotomy. 

The treatment is naturally limited to those cases 
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of genital malformation accompanied by gynatresia 
with menstrual retention. It is essentially the same 
whether the retention is due to a simple imperforate 
hymen or a vaginal atresia with single or double 
canal. The indication in al] these cases is to estab- 
lish an outlet for the pent-up menstrual fluid. Where 
the retention is confined to the utero-vaginal canal 
this is accomplished easily, and, with ordinary pre- 
cautions with comparatively little risk to the patient. 
But when complicated with tubes distended with 
blood, a hematosalpinx—and I believe this is the 
usual result of long continued menstrual retention 
—a great element of danger is added which requires 
our most careful attention. The tension caused by 
the retained blood has usually produced such a 
marked atrophy of the tubal walls, reducing them to 
a mere thin membrane, as shown by a number of 
autopsies that the slightest pressure is sufficient to 
cause rupture. In addition to the imminent danger 
of rupture there is that of septic infection, which 
not infrequently has led to a fatal termination. Fuld 
(Archiv fir Gynakologie, Band 34), has collected sixty- 
five cases of gynatresia with hematosalpinx, of which 
forty-eight were fatal. He divides them into two 
groups: Those with a single and those with double 
utero-vaginal canal. In the first group, containing 
twenty-seven operated cases, fourteen recovered ; of 
the second, consisting of twelve cases only, three 
were cured; in only four cases was laparotomy per- 
formed, all of which got well. This collection of 
cases can not fail to impress us with the great mor- 
tality attending this condition, and it is therefore 
not surprising that such great authorities as Dupuy- 
tren and Cazeaux discouraged operations for hemato- 
metra, which were nearly always followed by a 
prompt and certain death, preferring to leave them 
to nature, though the final result seems to have been 
equally unfavorable. With the aid of antisepsis and 
our greatly improved operative technique, much of 
the fear formerly entertained in dealing with these 
cases has disappeared, but it can not be denied that 
even at present they are not devoid of considerable 
danger. It is often very difficult to guard against 
sepsis, and the possibility of rupture of a distended 
tube should not be overlooked. 

To prevent these two most frequent accidents it is 
necessary to provide for very slow but thorough 
drainage- of the closed utero-vaginal canal. This 
can be best accomplished by a very small incision 
into the obturating membrane, and inserting a small 
rubber or what is better, a glass drainage tube, the 
projecting end of it to be well covered with iodoform 
gauze. Injections for the purpose of aiding the out- 
flow of the thick tarry fluid had best be avoided. 
When the vagina has become completely emptied. a 
careful examination should be made to ascertain the 
condition of the uterus and tubes. If after thor- 
oughly draining the utero-vaginal canal the tubes 
have failed to empty themselves into the uterine cay- 
ity, laparotomy becomes indicated and the more 
promptly it is performed the better it will be for the 
patient. In cases of complete absence of the vagina 
with hematometra, an attempt should be made to 
reach the sac through the natural channel, the closed 
uterus incised, and drainage provided for by insert- 
ing a small glass drainage tube. 

In the eases where the uterus can not be made 
accessible in this way without injuring the neighbor- 
ing organs, especially bladder and rectum it would 


be better, in my opinion, to do a laparotomy, punc- 
ture the distended uterus, wash it out thoroughly and 
closing it by sutures, at the same time removing the 
adnexa. This would be preferable, in my judgment, 
to an incision either through rectum or bladder, as 
is usually recommended, or to a parasacral or a para- 
rectal incision, as suggested by Pozzi. 


MASSAGE IN GYNECOLOGY. 


Read in the Section on Obstetrics and Diseases of Women,at the Forty- 
fifth Annual Meeting ofthe American Medical Association, 
held at San Francisco, June 5-8, 1894. 


BY OSCAR J. MAYER, M.D. 
SAN FRANCISCO, CAL. 

No branch of medicine has made such rapid ad- 
vance in a comparatively short space of time as 
gynecology. Though ovariotomy had been _per- 
formed successfully for more than seventy years, it 
was not until the publication of Marion-Sims’ work 
on “Uterine Surgery,” some thirty years ago, that 
diseases of women forced a recognition from the 
medical world as a separate branch of medicine. 
From that time on, gynecology has, as it were, leaped 
full-grown intoexistence. New operations and meth- 
ods of operations were successfully tried, improve- 
ment followed upon improvement, and operative 
gynecology became a source of admiration to the 
profession as well us to those whose lives have been 
relieved by the surgeon’s knife, of manifold burdens. 

But while there isso much light, there is much dark- 
ness. How many ovaries, how many wombs have 
been sacrificed, how many women have been made 
sterile, to satisfy this furor operativum. While one 
mutilating operation was thus succeeding another, 
very little thought until of late years, was given to 
the manner of preserving the generative organs by 
more conservative treatment, and of bringing about 
restoration without intervention of surgical proced- 
ures. The indisputable merit of having given to the 
medical profession a therapeutic agent to success- 
fully combat many uterine and ovarian disorders 
belongs to Thure Brandt, of Stockholm. Since his 
publications on ‘“‘ Massage in Gynecology,” the fore- 
most gynecologists have tried this method of treat- 
ment, have expressed themselves as fully coinciding 
in all that is claimed for it, and have pronounced it 
valuable as rendering unnecessary, in very many 
cases, operative interference. The object of uterine 
massage is to bring about a healthier state of the 
circulation and to impart tonus to the various struc- 
tures of the genital tract. It is indicated in all dis- 
orders due to chronic inflammation, as well as in 
such diseases as cause uterine displacements, pro- 
duced by relaxation of the ligaments, or by pelvic 
exudations, with or without adhesions. 

Before describing the technique of massage, I will 
mention some of the general directions to be observed. 
The patient shouldbe placed in the usual position 
on her back with legs well drawn up, as is cus- 
tomary in gynecologic examination. Antisepsis 
should be observed as in gynecology or obstetrical 
work. As massage in the beginning of the treatment 
is somewhat painful to most patients, it should be 
given gently, and the force should be gradually in- 
creased; it will thus be borne even by sensitive 
women, especially if the physician encourages them. 
To reduce the pain caused by the hand (particularly 
in nullipare ) on the abdominal parietes, it is well to 
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apply oil or some vaselin. The most important 
thing of all is certainly a correct diagnosis of the 
disease and the exclusion of all pyogenic disorders 
such as pyo-salpingitis, ovarian abscess, etc. 

Massage in pelvic disorders is divided into the 
external, internal and combined methods. The lat- 
ter is almost exclusively used. Four different kinds 
of massage may be used: 

1. Effleurage (rubbing). 
2. Petrissage (kneading). 
3. Pressure with drawing. 
4. Lifting—stretching. 

1. Efteurage is the mildest form and alone is rarely 
used, as it is included in the second form of massage, 
viz: 

2. Kneading.—This is a manipulation carried out as 
follows: The diseased parts are taken between the 
fingers of the inner and outer hand and are rubbed, 
pressed, squeezed, kneaded; to be sure this is not 
so easily done as said. It must be done in such a 
manner that the patient will not object to further) 
treatment, and thus be deprived of its benefit. Jnter- 
nally, it is, in most cases, an easy matter to reach the 
diseased spot with the finger; but externally, unless 
the uterus itself, is to be masséed, it is often very 
difficult. By slowly and gently pushing the abdom- | 
inal parietes inwardly must we try to reach the 
parts, constantly inducing the patient to relax the 
abdominal muscles. When thus the parts are dis- 
tinctly felt between the fingers, the inner hand is 
mainly used as a point of support, while the exter- 
nal hand manipulates the parts. Kneading is the 
typical form of massage for chronic thickened exu- 
dation and hemorrhagic infiltration of the cellular 
tissue of the pelvis. In those cases the fingers in 
the vagina can reach the parts more easily and can 
work with more force, but unless the diseased parts 
are firmly held between the fingers, the external 
hand would be a poor counter. prop, and the result 
will be unsatisfactory. The amount of pressure 
used at first when the parts thus held are between 
the fingers, should not exceed that which is necessary 
to mash a cooked potato between the index and mid- 
dle fingers of one hand and the tips of the four fin- 
gers of the other hand. Gradually the pressure may 
be increased in the succeeding sittings. The first 
few sittings should last only a few minutes, rarely 
exceeding five minutes. Later on, the time may be 
increased to ten and fifteen minutes. During the 
first few days it is advisable to keep the patient 
quiet in bed, if possible, and the temperature should 
be carefully observed. The kneading must be com- 
menced from the circumference of the exudation. 
Often the uterus must be pushed to one side in order 
that the hand used externally may reach the deeper 
parts of the parametria. In special cases it may be 
necessary to displace the uterus downward by means of 
a volsellum forceps in the hands of a nurse or an as- 
sistant. If such a procedure is necessary, utmost care 
must be observed that the patient remain in bed, 
especially if there is any suspicion that the periton- 
eum is in relation with the diseased parts. Less ap- 
prehension is to be entertained in the application of 

3. Pressure with drawing —This form of massage is 
used almost exclusively in gynecology... It is a com- 
bination of pulling and pressure, and as in kneading, 
the parts are taken between the fingers of the inner 
and outer hand. This is more difficult, as the object 
is generally smaller, but at the same time it is easier 


as it gives the satin less pain. The inner hand 
fixes the part, and the outer hand presses and draws 
with moderate force, not letting the part slip back, 
but gently allowing it to glide back under constant 
equal pressure. This is repeated eight or ten times 
at first, increasing to twenty times at subsequent 
treatments. After every three or four manipula- 
tions, a short intermission is allowed without releas- 
ing the pressure. This form of massage is the most 
effective in old adhesions, and when old inflamma- 
tory products exist in the ‘cellular tissue of the pel- 
vis, as well as in the parametria. The direction in 
which to pull is usually from the uterus toward the 
large vessels, or vice versa if the uterus is to be in- 
cluded in active massage. The effect of this form 
of massage which is a pulling with a certain amount 
of contra-pressure, is that stiff and fixed masses of 
connective tissue are thereby made elastic, and that 
through continued stretching, changes take place in 
the vascular supply tending to stimulate absorption. 
Most typically is this observed in retroversion and 
_retroflexion of the uterus caused by contractions of 
cicatricial tissues in the parametria. These cases are 
seemingly cured in a very short period without the 
aid of a pessary; but the disorder will return if 
treatment be suspended at too early a period; the 
contraction will recur and cause uterine displace- 
ment. It is therefore necessary to continue massage 
until the cellular tissue has become perfectly mova- 
ble and free from infiltrations for some three or four 
weeks after the exudations were apparently sensible 
to the touch. In connection with this treatment it 
is necessary to observe that the surrounding parts be 
stimulated to exert an influence toward more health- 
ful circulation, by either extended massage, or other 
treatment such as hot injections, baths, tampons, 
medicated with glycerin or ichthyol-glycerin, ete. 

4. Lifting or Stretching—makes the greatest possible 
use of the elasticity peculiar to the pelvic organs. 
If the ligaments be in a relaxed state, the fundus 
may be raised as high as the umbilicus. 

Besides active massage, some authors highly rec- 
ommend passive massage, especially for patients who 
through lack of time are able to take only two or 
three treatments in a week, and in cases where a 
beneficial result is observed under this treatment. 
Passive massage results from the introduction into 
the vagina of Bozeman’s vaginal ball dilators. Just 
how it acts is unexplained, but its beneficial influence 
can be observed more especially in cases where dense 
cicatricial tissue is softened, and in vesico-vaginal 
fistulae where the borders are hardened and infiltrated, 
causing sutures to break through when an operation 
is attempted in this state. 

The factors indicating massage in gynecology are 
the same as those calling for massage in surgery, viz: 
Injury and infection, exudation and immobility of 
parts. Sometimes it is indicated by sequele of pre- 
éxisting disease as contraction of cellular tissue 
after parametritis, or retroflexio uteri resulting from 
relaxation and atony. 

The following schematic table for indications of 
massage is not complete and is the same as used in 
massage in surgery. By massage treatment we wish 
to produce 

1. Acceleration of the absorption and retrogression 
of inflammatory and traumatic exudation and depos- 
its. (Pelvic exudations and hemorrhagic infiltra- 


tion.) 
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2. Stretching, loosening, disintegrating, cicatricial, 
contracted or hypertrophied connective tissue, caused 
by inflammatory processes. (Thickened and con- 
tracted scars, contractions in the pelvic cellular tis- 
sues, adhesions and swellings caused by chronic in- 
flammations, as also sequelae, resulting from those 
conditions, viz: Abnormal position of the pelvic 
organs. ) 

8. Stimulation of the circulation and restoration 
of the normal elasticity and tonus in: a, contracted, 
hardened and hypertrophied tissues; or b, relaxed 
tissues. (Chronic metritis, subinvolutions, prolapses 
impending on relaxed tissues and anomalies of posi- 
tion.) 

The sphere of usefulness of this method of treat- 
ment in diseases of women may consequently be tabu- 
lated as follows: 


1. Pelvic exudations and hemorrhagic infiltra- 
tions. 

2. Chronic parametritis and perimetritis. 

3. Retroversio uteri. 

4. Chronic metritis. 

5. Prolapsus uteri et vagine. 


1. Pelvic Exudations and Hemorrhagic Infiltrations. 
—This category of disorders is the most difficult 
amenable to massage treatment and by no means de- 
void of danger. Authors disagree as to the time 
when massage should be given in these diseases. 
While some recommend massage from the outset, 
even in the acute stage, others do not commence until 
the febrile disturbances have subsided. I believe 
the latter course more proper and never give mas- 
sage until one or one and one-half months have 

assed after the beginning of hemorrhagic infiltration. 
 eanculives massage and let a few weeks pass be- 
fore attempting treatment again, should febrile dis- 
turbances make their appearance during massage 
treatment, exercising every precaution and carefully 
watching the temperature. Kneading is the form of 
massage most advantageous in this class of disorders. 
It is best to commence on the circumference of the 
exudation, gradually encroaching upon the primary 
center of the disease. 
observation of the temperature and watching of the 
pulse, are necessary in the beginning of treatment. 
Should the least suspicion arise that there are puru- 
lent processes present—rise of pulse or temperature 
—massage must be discontinued. The most promis- 
ing results are obtained with exudations in the pel- 
vic cellular tissue, while those in the pelvic periton- 
eum give much less satisfactory results. Massage 
should especiaily be avoided in perimetric exudations 
which can be felt as tumors as they often give rise 
to pelvic peritonitis. This latter disorder belongs to 
the domain of operative gynecology. If the perime- 
tric exudations are desiccated and have led to adhe- 
sions and contractions, or if we find chronic perime- 
tritis, then we may safely rely upon massage asa 
valuable therapeutic agent. Massage acts most 
quickly in cases where the disease follows labor. The 
sooner these cases come under treatment the more 
quickly we can effect a cure, especially if the organs 
are still in astate of subinvolution. 

2. Parametritis and Perimetritis Chronica.—Acute 
inflammation of the pelvic cellular tissue, though it 
may not present violent symptoms and the forma- 
tion of exudations, is accompanied by iymphangitis 
or phlebitis, causing after subsidence a change of 


Perfect rest in bed, careful 


anatomic structure. This may sametimes be avoided 
by proper treatment, or even if the various changes 
have taken place absorption will often follow with- 
out any treatment whatever, when the organs will be 
restored to their normal position or function. In 
the majority of patients this favorable condition 
does not take place. Inflammatory deposits remain 
exacerbating at times, contracting at others, cans- . 
ing an abnormal position of the various pelvic organs, 
which in turn cause a change in the pelvic circula- 
tion. In most of these cases we are led to give an 
empirical diagnosis as retroflexio or anteflexio uteri, 
mistaking the action for the cause. During the puer- 
peral state, as is well known, the cellular tissue 
shows a marked tenderness to absorb and in this 
way brings about subinvolution. It should therefore 
be our aim to produce a condition of the parts simi- 
lar to the puerperal state, when we want to cause ab- 
sorption of old inflammatory deposits and contrac- 
tions of the parametric cellular tissue. This condi- 
tion we may reach with hot douches, glycerin and 
iodin. But unfortunately all these agents lose their 
therapeutic value before restoration of the parts is 
achieved. We must aid this treatment by mechanical 
manipulation. This should be continued until all 
deposits have been absorbed and the parts have be- 
come perfectly movable. The same treatment holds 
good if the disease is located in the cellular connec- 
tive tissue surrounding the vagina. We often suc- 
ceed in improving and even curing this class of dis- 
ease after all other treatments have failed. More 
tedious are the cases of para-and peri-metritis caused 
by gonorrheic infiltration. 

The most favorable time for massage treatment in 
chronic parametritis is not long after an acute exacer- 
bation. This is especially true in cases of chronic 
parametritis atrophicans. The prognosis in chronic 
parametritis after an acute exacerbation is a most fa- 
vorable one; the longer the time allowed to elapse 
or the further away the focus of acute disease is 
located from the atrophied cellular tissue, the less 
likelihood is there of completely eradicating the dis- 
ease. 

Inflammation of the pelvic peritoneum is a disease 
of a serous membrane, contrary to parametritis, 
constituting a disease of connective tissue. It isdue 
to this anatomic difference that we derive entirely 
different conclusions as far as this latter class of 
disorders is concerned as to the advisability of mas- 
sage treatment. The therapeutic measures usually 
adopted were either to influence this condition in a 
general manner by rest, baths, depletion or applica- 
tion of iodin; or, if these measures were not success- 
ful, operations were resorted to, to remove the primary 
cause of disease. To introduce massage successfully 
in perimetritis it became necessary to show that we 
could accomplish more than with the usual methods 
of treatment and render operative procedure unneces- 
sary. Unfortunately we can not treat these cases 
with the same impunity as those spoken of above. 
We must select our cases and watch them most care- 
fully lest an acute pelveo-peritonitis may arise from 
latent inflammatory causes remaining in the exuda- 
tions and becoming active. Even with this gloomy 
aspect we do not fare any worse than if we had fol- 
lowed the principles of operative gynecology, which 
only too often give negative results and are certainly 
more questionable as to results than massage. Be- 
sides it is our duty at least to try a more conserva- 
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tive plan of treatment before a ti to 
an operation. 

3. Retroversio Uteri.—If retroversion of the uterus 
is not due to neoplasms causing displacement of the 
uterus, this disorder is almost always dependent 
upon inflammatory conditions in the pelvis or upon 
relaxation of the uterine ligaments. Consequently 
retroversion of the uterus is not a disease but a car- 
dinal symptom of some existing disease. This fact 
is often not recognized and we are apt to make a 
diagnosis without duly considering the causes, but 
simply perceiving the effects. To the general prac- 
titioner it almost always suffices to have recognized 
a retro-deviation of the uterus, and accordingly he 
will introduce a pessary without trying to find the 
exact pathologic factors producing this anomalous 
condition, much less will he attempt a removal of 
the same. 

Each retro-deviation should be classified under 
one of the following divisions: 

1. Congenital or acquired arrest of development. 

2. Inflammatory processes of para- or peri-metric 
origin. 

3. Relaxation of the ligaments or — sup- 
port. 

4. Combinations of Nos. 2 and 3. 

5. Mechanical displacement by tumors in or 
surrounding the uterus. 

It is not to be denied that despite the recognition 
of all these factors, we often are obliged to be satis- 
fied with a symptomatic cure, but this should not 
prevent us from trying to find a means by which an 
anatomic restitio in integrum may be established. 
The reposition of the uterus should never be attempted 
by force, as by sound or repositor, but by bi-manual 
manipulations, especially when fixed by adhesion. 
In these cases, massage should be resorted to and 
when the uterus can be raised to its normal position 
it should be supported by a well fitting pessary. As 
treatment progresses the pessary may be abandoned. 
In some cases we may be forced to keep it in posi- 
tion, or resort to operative gynecology, viz: Ventro- 
resp. vagino-fixation. Opponents of massage may 
claim from this statement that massage does not 
benefit this class of disorders, but statistics show 
that over 50 per cent. can get along without pessary. 
In the other 50 per cent. we must permanently make 
use of some kind of support. It would be irrational 
to look upon this treatment as a cure for all diseases. 
We must individualize and not forget our other ther- 
apeutic agents; especially must we see that the pel- 
vic floor gives the proper support. (Remedy perineal 
lacerations, vaginal prolapses, cystocele, rectocele 
and other factors tending to displacement of the 
uterus. ) 

4. Metritis Chronica.—Massage, as we have already 
said, seeks for its third object to induce a healthier 
state of circulation in and around the diseased pelvic 
organs, be this diseased condition due to induration, 
contraction or relaxation. Accordingly, two classes 
of conditions come under this head: 

1. Induration and hypertrophy—the typical exam- 
ple of chronic metritis. 

2. Prolapsus of the uterus (depending upon changes 
due to inflammatory processes). Chronic metritis is 
almost always found in connection with some other 
disease arising from inflammatory changes which 
spread to the connective tissue of the uterus, the 
inflammation spreading from the mucous membrane 
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lot the aterue or its adnexa. It is true that if we can 
master the primary affection, the chronic metritis 
will often depart of itself; but too often the chronic 
metritis will keep up the pathologic process, and 
despite all treatment and though the patient be ap- 
parently cured from the primary disease, will prevent 
total eradication of the morbid conditions existing. 
It is in these cases that massage is a therapeutic 
agent of high value, and under its influence we soon 
witness permanent relief for the sufferer. We can 
feel the thickened and hardened uterus gradually 
return to its normal state. Measurements by sound 
will verify its decrease in size, the discharge will 
change in color and quantity, and soon cease alto- 
gether. In the rare cases of primary metritis we 
can not expect any more of massage than of the 
older methods of treatment. While improvement 
and a symptomatic cure will take place, if massage 
be discontinued the condition of the patient will soon 
be the same as it was originally. 

5. Prolapsus of the Uterus and Vagina.—Until a 
few decades ago the introduction of a pessary consti- 
tuted about all that was done to remedy these disor- 
ders. The causes of prolapsus were but little under- 
stood. With a clearer understanding of the pathology 
of the female generative organs, operative gynecology 
with its numerous methods of operations tries to re- 
store the integrity of the pelvic floor. More attention 
is paid to the regimen during the puerperal state, so 
that perfect subinvolution may take place before the 
woman leaves her bed, and that prolapse through 
relaxation of the various structures of support may 
be avoided. The causes of prolapsus may be classi- 
fied under one or the other of the following three 
divisions: 

1. Relaxation. 

2. Pressure weight and traction. 

3. Decreased support. 

But the manifold therapeutic agents and operative 
procedures we possess are not complete without elec- 
tricity and massage. Only the faradic current, how- 
ever, is of any avail, in using electricity, as the gal- 
vanic current despite its action on both varieties of 
muscular fibers has no influence in restoring the 
elasticity of thickened or rigid connective tissues. 
In these conditions we can obtain the best results 
with massage. No positive explanation or proof of 
its action can be offered, but the presumption is, that 
the continued and constant stretching of the tissues, 
and the stimulation of the capillary circulation, thus 
promoting healthier nutrition of the parts, is directly 
responsible for the restoration of lost tonicity. 

Contra-indications of Massage —Manifestly massage 
is contra-indicated in all diseases of the genital tract 
requiring perfect rest of the whole body or of the 
genital tract alone. In pregnancy complicated with 
retroflexion of the uterus, even should that body be 
fixed by adhesions, it is best to adhere to the older 
methods of treatment, as an abortion would surely 
result were mechanical manipulations resorted to. 

The use of massage in cases of chronic gonorrhea 
should be very carefully guarded against. While at 
times massage beneficially affects the sequels of this 
pathologic process, it is liable to produce serious dis- 
turbances if existing latent causes of inflammation 
are forced into activity. Old encapsulated abscesses 
either of ovarian or tubal origin, as well as pelveo- 
peritonitis contra-indicate massage, though often 
they are only recognized after treatment has begun. 
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Therefore where there is any suspicion of their exis- 
tence we should insist upon an examination under 
anesthesia, so as to eliminate the possibility of the 
presence of any such disorder. And just at this 
point it is proper to observe that should uterine 
massage fail to realize the expectations of the prac- 
titioner employing it, its use is not therefore to be 
decried, nor its value depreciated. No remedy or 
therapeutic agent exists in medicine that is infallible. 
And, moreover, is it not a very pertinent inquiry in 
this connection whether massage itself is at fault, or 
the practitioner employing it? If the manner of 
treatment be incorrect, ¢.g., if the manipulations be 
too rough, massage will do more harm than good. 
Such results will also come from its use by persons 
who ignore the pathology and anatomy of the pelvic 
organs, and will most certainly follow where the case 
has been incorrectly diagnosed as one demanding 
massage. The apparent failure of massage in indi- 
vidual cases affords no argument against it, until the 
reason of such failure is known; and if shown to be 
due to any of the above causes or kindred causes, far 
from negativing the efficacy of massage, where this 
treatment is properly called for, it will only add the 
weight of its testimony in favor of it. 


CONCLUSIONS AND RESUME, 


Massage is valuable in parametritis and hemor- 
rhagic infiltrations, in that it causes quicker and 
more complete removal of the exudations. It is 
valuable in causing absorption of contracted hyper- 
trophied pelvic connective tissue, be it the remains 
or sequele of acute pelvic cellulitis, or be it due to 
an idiopathic circumscript chronic thickening. Mas- 
sage is a therapeutic agency of high potency. It is 
very effective in combination with other therapeutic 
measures, such as baths, douches, medicated tam- 
pons, etc., and we often notice that where these rem- 
edies have been resorted to with failure, by the use of 
massage alone a permanent cure will be obtained. 
The best and quickest cures are observed in chronic 
diseases following the puerperal state; while a longer 
time is required in diseases following acute inflam- 
matory processes, also when coincident with anoma- 
lies of position of the pelvic organs, especially in 
retro-deviations of the uterus. 

In chronic perimetritis, the results, while not so 
good as those observed in parametritis, are encour- 
aging enough to warrant the use of massage, since 
resort to operative procedures does not accomplish 
more for the patient. The same may be said of anom- 
alies of position of the pelvic organs accompanying 
perimetritis. 

In retro-deviations of the uterus due to adhesions 
or relaxation, massage is a remedy not to be under- 
estimated; the indication for its use depends on the 
causes of the malposition. In these cases massage 
is free from danger and gives more satisfactory re- 
sults than all procedures requiring force. Even if 
we do not succeed in some cases in restoring the ute- 
rus to its exact norma! position, we can obtain a 
symptomatic cure without recourse to surgical pro- 
cedures. The time required for reposition of the 
uterus is usually short; on an average of a month 
to a month and a half. In all cases that have their 
origin in the remains of inflammatory products or 
exudations, massage is invaluable. 

The combination of massage with electricity is to 
be recommended in relaxations of supports of the 


uterus, provided the structures are intact; (perineal 
and vaginal lacerations, etc., have to be repaired). 
In senile atrophy the action of massage is very trans- 
itory. In retroversions and retroflexions, massage 
gives more favorable results than any of the older 
remedies. The time required to cure prolapsus and 
retroposition of the uterus is sometimes quite long, 
depending on individual dispositions. At times, es- 
pecially in bad cases, a pessary is required to support 
the uterus. By exercising proper circumspection, we 
can often achieve more by alternating massage treat- 
ment with other treatments than by long continued 
massage. 

In conclusion, I have to say that massage does not 
set up for itself the claim that it constitutes an inde- 
pendent and sufficient form of treatment. Itis only 
a mechanical therapeutic agent, intended to be used 
in combination with other tried and accepted reme- 
dies, in effecting a permanent cure, or in consider- 
ably lessening the time formerly required therefor. 
American gynecologists have been somewhat slow in 
accepting massage as a new remedial agent to be em- 
ployed in diseases of women, and have been suspi- 
cious of the beneficial results that have been claimed 
forit. But the constant encouraging reports of Euro- 
pean authorities, many of them erstwhile bitter op- 
ponents of massage, reports that are full of successes 
beyond the expectations of the most sanguine, are 
bound to work a change in this American sentiment. 
The skepticism of to-day will soon be converted into 
the faith of tomorrow. 

In this paper I have omitted all mention of my 
individual cases; a history of them will furnish the 
matter of a subsequent paper. 


801 Sutter Street. 

DISCUSSION. 

Dr. J. H. Barsata, San Francisco—I have had the pleasure 
of seeing some of the cases that have been under treatment 
by massage, and who had been advised to have either the 
ovaries or the uterus or both removed, by some of the most 
prominent gynecologists of the city. By means of massage 
treatment combined with electricity, they have been restored 
to almost perfect health without résort to any operative 
procedure. As we all know the great difficulty in restoring 
a retroverted and retroflex uterus to its normal position by 
ordinary treatment, we should certainly look forward to 
massage as one of the most efficient remedial agents of the 
present day. 

Dr. 8. I. Suury, Oakland, Cal.—I make use in 
cases of pain in menstruation of young girls, with good r@. 
sults. In long standing cases where a great deal of medicine 
had been taken, cases standing nine or ten years, I have given 
massage every day for three or four weeks, and always dyr- 
ing the menstrual period, and I have found this treatment 
very beneficial. 

Dr. Oscarx J. MaAvyer—As I said before, my report oA my 
cases will follow in a future paper. But for the benefjt of 
those who think favorably of massage treatment I wil] A oi 
tion something I found out within the last two weeks. There 
has been a good deal of difficulty in applying masgage, in 
multipare, of the abdominal muscles when relaxed, because 
it causes pain to introduce the hand, and the patigpt is in- 
clined to give up massage treatment. This difficulty I have 
tried to overcome. I have a patient of this charagter whom 
I shall probably use in ademonstration before some society 
in this city. She was in such acondition that she was willin 
to try almost anything and to stand almost any amount o 
pain. It was extremely difficult to get at the uterus, and 
especially in the ordinary position. So I made use of what 
is known as the extreme Trendelenburg position. This is 
easily arranged by using an ordinary chair and a mattress 
—raise the lower end of the mattress and place the chair 
under it in such a way as to make an incline. Upon this I 

laced the patient with the head in a downward position. 

y this means I was able to reach the fundus in four treat- 
ments, where4s before I was not able to do so in a treatment 
covering four weeks, and excellent results have followed. 
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GASTRO-HYSTERORRHAPHY WITHOUT 
OPENING THE ABDOMINAL 
| CAVITY. 


Read in the Section on Obstetrics and Diseases of Women, at the Forty- 
fifth Annual Meeting of the American Medical Association, held 
at San Francisco, June 5-8, 1894. 


BY FRITZ BAUM, M.D. 
KANSAS CITY, KAN, 

Our negative results in treatment of prolapsus 
uteri by pessaries and supporters have proven con- 
clusively that we can never gain our point in sup- 
porting the prolapsed uterus from below, and that we 
must find some means to uplift same from above, and 
in this way substitute the office of the relaxed round 
and broad ligaments. For this purpose we have con- 
structed the following instrument, consisting of a 
hollow tube, like a big uterine sound; within this 
there is a piston-like rod with a handle at the outside 
and two needles threaded to one thread at the end 
inside. Now our idea is the following one: Place the 
patient in Trendelenburg’s position, insert this in- 
strument, called uterine ventro-fixator, into the 
uterus, and after correcting misplacement of same 
bring the fundus as high up as possible in direct 
contact with abdominal wall; then push the rod 
up until the needles protrude through the skin, 
unthread the needles and draw the piston back, 
thus removing the needles and withdrawing the 
instrument. Pull the thread up as high and tight 
as feasible, then tie a strong knot after having 
made a little incision through the skin of the ab- 
dominal wall to imbed the stitch, in this way fixing 
the uterus to the abdominal wall. The place is then 
dusted with iodoform and sealed with collodion. 

As far as we can see, the first question which would 
arise would be the following one: Is there danger of 
sepsis? We claim not, if properly managed. The 
—_ should be prepared as if she had to undergo a 

aparotomy, abdomen and pubis shaved. The vagina 
should be first well cleansed and packed with anti- 
septic gauze until rendered aseptic. Then on the day 
of the operation the uterus should be curretted and 
washed out with a strong antiseptic solution and then 
after perfect boiling of the instrument, needles and 
thread, we think this danger would be eliminated. 

The next question would be, Will we get adhesions 
by holding the uterus in contact with the abdominal 
wall in this way? We think we should, because by 
pulling the uterus up against the abdominal wall, 
these stitch holes must naturally give a little, per- 
haps they will even tear some; this will set up veme 
local inflammatory action, which will result in ad- 
hesions, which “ Report of Cases’ has proven, if the 
ter ag is brought in firm contact with the abdominal 
wall. 

We may either leave this stitch in there perma- 
nently, or may remove it after two or three weeks. 
The only contra-indication for this operation, as far 
as we can see, would be adhesions of the intestines to 
the fundus uteri, or portions of the abdominal wall, 
or firm adhesions of the ovaries or tubes to the back, 
or presence of pus about the uterus and appendages. 
The interference with a large bladder can easily be 
avoided by keeping a sound in it during the ope- 
ration. 

Whoever has operated or seen the operation, will 
be convinced that the danger of wounding the intes- 
tines is almost eliminated, because the uterus can be 
so plainly felt through the abdominal wall and 


manipulated in such a manner that all intervening 
tissues can be positively excluded. 


Case 1.—Miss M. D., age 19. Retroversion with strong ad- 
hesions, after severe fall four years ago; since that time 
frequent painful urination, backache, difficult menstruation. 
I made the first operation at Bethany Hospital, Kansas 
City, Kan., April 21, under assistance of Drs. J. D. Griffith 
and 8. I. Harrison,of Kansas City. Uninterrupted recovery ; 
highest temperature recorded was 99.4. Patient had no pain 
or inconvenience whatever and was discharged after three 
weeks stay (two weeks in bed in the Hospital) with her 
uterus firmly adherent to abdominal wall hardly within 
reach of the finger in the vagina. 

Case 2.—Mrs. F. O,, age 37. Three children, youngest 5 
years old. After last confinement, prolapsus uteri with per- 
taining complaints ; operated April 22; highest temperature 
99.7; very little pain; remained in bed thirteen days. Dis- 
charged after three weeks ; uterusin proper place. Uterine 
supporter was fitted to be worn about one or two months, 

Case 3.—Mrs. R. T., age 26. After tedious labor case and 
forceps delivery, patient complained of backache, headache, 
and frequent painful urination. Examination showed retro- 
flexio uteri. Operated April 24; temperature remained 
normal ; — pains over region of stitch. Contrary tomy 
custom I did not imbed the stitch in abdominal] tissue but 
severed it the seventh day, in order to test adhesions, which 

roved strong enough to make the uterus adhere to the ab- 

ominal wail Uterine supporter was fitted and patient 
was anges seventeen days after operation completely 
cured, 

Case 4.—Mrs. A. K., aged 43. Prolapsus uteri of nine years 
standing. Operated April 25; eo stitch May 2; found 
uterus strongly adherent and fitted uterine supporter. 
Discharged May 19, completely relieved. 

Case 5.—Miss F. L., age 18 years. Kicked by a horsein the 
abdomen about one year ago; since that time dysmenorrhea, 
headache, backache, fatigue feeling, etc. Diagnosis, retro- 
flexio uteri. Operated ee 26. No elevation of tempera- 
ture; hada cir ibed peritonitis around the stitch as 
large as two silver dollars. Made uninterrupted recovery 
and was discharged two weeks after the operation. 

Case 6.—Mrs. iN B., age 256. Gave birth to twins; forceps 
delivery two pune ago. Diagnosis, retroflexio uteri. as 
unable to do her own housework because of backache, head- 
ache, and constant desire to urinate. Operated April 29; 
highest temperature 99; very little pain. Did not imbed 
stitch but cut it twelve days after operation; uterus re- 
mained in place. Uterine supporter fitted and patient was 
discharged twenty days after operation completely relieved. 

Case 7.—Mrs. L. M., age 36. After fall from a wagon two 
years ago had adhesive retroversio uteri; difficult menstru- 
ation with constant backache and headache. Operated May 
1. No rise of temperature; was discharged relieved within 
two weeks after operation completely relieved. 

Case 8.—Mrs. J. K., age 26. Had three children. Accord- 
ing to her own report had miscarriage two years ago; after 
that puerperal fever. Examination shows retroverted uterus 
almost immovable. Operated May 4; greatest difficulty in 
destroying adhesions. Rise of temperature second day to 
102.2, third 101. The following day 100.3, but found in ene: 
ing the vaginal tampon, that the uterus had dropped back, 
as I expected. There were three more cases operated upon 
which gave complete satisfaction though they are still under 
treatment, therefore reports later. 


CONJUNCTIVITIS MEIBOMIAN. 
BY JAMES A. LYDSTON M.D., Ph.G. 


LECTURER ON OPHTHALMOLOGY AND OTOLOGY IN THE CHICAGO COLLEGE 
OF PHYSICIANS AND SURGEONS; MEMBER OF THE AMERICAN MEDICAL 
ASSOCIATION, THE CHICAGO MEDICAL SOCIETY, AN D FELLOW OF 
THE CHICAGO ACADEMY OF MEDICINE, 


Notwithstanding the many varieties of conjuncti- 
vitis, the above title suggests itself as being particu- 
larly descriptive of a variety of lid inflammation 
which has recently fallen under my observation and 
care. The condition in the case that I have noted 
was so strikingly characteristic that no other cause 
could possibly be defined as the source of the inflam- 
matory reaction, but a microbic or chemical irrita- 
tion induced by the extrusion of the decomposed 
secretion from the meibomian glands, and hence the 
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above name seems particularly suggestive and appro- 
priate. To my knowledge, no one has described such 
a condition, and Iam unable to find any reference 
to the subject in the ophthalmologic literature at my 
command. The appearance of the conjunctival tarsi 
was quite picturesque, there being irregular, island- 
shaped, roseate elevations distributed over its entire 
surface (with distinct and well defined interspaces 
of uninflamed conjunctival structure,) which were 
marked like the efflorescence of a vernal catarrh, with 
a pronounced tendency to recur. The appearance of 
each crop of inflamed papillary areas was coinciden- 
tal with the extrusion of the condensed sebaceous-like 
material which had evidently accumulated in the 
meibomian glands to full distension, and then, with 
the elements of decomposition superadded was in full 
readiness when discharged to excite a marked inflam- 
matory reaction in the lids, asserting itself in the 
form of conjunctivitis with enlarged papille. Some 
discharge of a muco-purulent character accompanied 
each attack, and could be seen to take its departure 
from each focal point of infection or irritation. The 
conjunctiva fornicis or retro-tarsal fold seemed per- 
fectly free from inflammatory disintegration or 
ulceration, and aside from slight hyperemia did not 
seem to participate in the singular process. 

The treatment, which consisted in pressing out the 
contents of each gland with the fingers, irrigating 
the conjunctival sac with bichlorid of mercury, 1 to 
5000, and carefully cauterizing each elevated patch 
of inflammation with nitrate of silver, 30 grains to 
the ounce, soon caused the disease to abate and thor- 
oughly disappear, only to recur again as soon as the 
meibomian glands refilled, and observing the same 
course would under treatment disappear. Then I 
was led to adopt the plan of cauterizing the palpebral 
edges with a concentrated solution of nitrate of sil- 
ver, and by thus stimulating the meibomian ducts 
and glands obliterated the recurrent tendency of the 
disease; and at the present writing, about a year 
since the patient was treated the last time, the con- 
junctival surfaces are perfectly free from injection, 
much less inflammation, and the patient expresses 
himself as wholly relieved of his annoying trouble. 

The points of interest relative to the affection are: 

1. Its rarity. 2. Its novel recurrence and speedy 
relief under treatment. 3. Its apparent resemblance 
to trachoma or follicular conjunctivitis (so far as 
the papillary enlargement or hypertrophic elements 
were concerned. ) 

Conjunctivitis meibomiane in its different phases 
adds but another form of conjunctivitis to the varied 
types of conjunctival inflammation, and appears to be 
strongly supportive of the fact that the conjunctiva 
is, by reason of its peculiar anatomic arrangement, 
extremely prone to acquire inflammation as a result 
of various irritants, and that there subsists a certain 
relationship between the pathologic or morbid ap- 
pearance and the special type of irritant. 

Suite 804, Champlain Building, Chicago. 


HOW TO AVOID ADHESIONS IN ABDOMINAL 
SECTIONS. 
BY FRITZ BAUM, M.D. 
KANSAS CITY, KANSAS, 

The progress in abdominal surgery during the last 
decade has been so astonishing, that it seems almost 
as if we must soon come to a standstill, and as won- 
derful as our success has been there are some draw- 


backs, which remind us that we have still to study, 
fight and strive for improvements, as perfection is 
far distant yet. 

Interfering adhesions have been one of the most 
important obstacles in abdominal surgery, and our 
efforts to avoid them have so far been in vain. The 
application of iodoform, aristo] and other drugs to 
the surface of loosened adhesions have proven inade- 
quate. The most frequent occurring adhesion is that 
of the retro-misplacement of the uterus, which in 
most cases can be broken loose during laparotomy, 
but they return as readily and continue after the 
operation more severely than they have been before, 
so that after ovariotomy with adhesions the uterus 
sometimes becomes entirely immovable, leaving the 
organ firmly embedded in adhesions, so that the 
patient often complains more after than before the 
operation. 

Again, in intestinal operations we find that the 
success of intelligently performed operations is 
so often frustrated by forming adhesions, which are 
specially felt in herniotomies. I have for some time 
been making experiments with animal structures to 
prevent adhesions in abdominal sections. These | 
structures are rendered aseptic and being placed 
between the surfaces of loosened adhesions are ab- 
sorbed in a comparatively short time preventing 
reformation of adhesions. After obtaining very good 
success from the use of these structures in abdominal 
sections, I feel as if 1 should make a report of my 
investigations, in order to give the medical profes- 
sion the opportunity to try this procedure. 

My first experiments were made upon dogs. After 
opening the abdominal cavity I scratched and de- 
nuded the external coat of the intestines or the 
uterus, then I closed the abdomen again, giving from 
two to three weeks time to form strong adhesions. 
During the second laparotomy I tore loose these 
adhesions,placing my anti-adhesive structure between 
the two surfaces, using a few superficial stitches of 
fine silk to keep it in place. These stitches were used 
only in animals. 

My anti-adhesive structure first consisted of cat- 
gut woven into acloth, by having one layer of thread 
crossing another one, which procedure proved to be 
very tiresome and I| soon abandoned this structure, 
using fish-bladder, which we find in drug stores as so- 
called gold-beater’s skin. This seems to act much 
nicer on account of its pliability, being easily ren- 
dered aseptic. At last I have been using animal per- 
itoneum, taking it from a young calf immediately 
after being butchered. 

I have prepared either of these structures by keep- 
ing them in sulphuric ether for about one week and 
then leaving it in alcohol absolute for ten to twelve 
days before using it. In regard to the time which it 
takes to absorb the different material, I found the 
catgut cloth, after opening the dog’s abdomen the 
eleventh day, fenestrated and partly absorbed; the 
twentieth day it had entirely disappeared. The fish 
bladder was almost totally absorbed in from‘ten to 
thirteen days. 

The practical use of these anti-adhesive structures 
has been proven to me in such startling success in 
three laparotomies, especially with very extensive 
uterine adhesions, which, after being torn, never 
returned since placing my anti-adhesive structure 
between them, the uterus being as movable after the 
operation as it should be physiologically, that I am 
convinced of their practical value. 


u 
3 
7 | 
é 
| 


1894, | 


EDITORIAL. 


243 


THE 
Journal of the American Medical Association 
PUBLISHED WEEKLY. 


SUBSCRIPTION .PRICE, INCLUDING POSTAGE: 


PER ANNUM, IN ADVANCE... ...... $5.00 


. .10 CENTS. 


THe JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION, 
No. 68 WABASH AVE., CHICAGO, ILLINOIS, 
W. H. LOWDERMILK & CO., WASHINGTON AGENT. 


MEMBERSHIP IN THE AMERICAN MEDICAL ASSOCIATION. 

This is obtainable, at any time, by a member of any State or local 
Medical Society which is entitled to send delegates to the Association. 
All that is necessary is for the applicant to write to the Treasurer of 
the Association, Dr. Henry P. Newman, Venetian Building, Chicago, 
Ill., sending him a certificate or statement that he is in good standing 
in his own Society, signed by the President and Secretary of said Soci- 
ety. Attendance as a delegate at an annual meeting of the Associa- 
tion is not necessary to obtain membership. 

On receipt of the subscription the weekly JoURNAL of the Association 
will be forwarded regularly. 

Gentlemen already members of the Association should send their 
annual subscription to the Treasurer, or direct to the JOURNAL office. 


SATURDAY, AUGUST 11, 1894. 


OUTDOOR CASES OF COMA. 


The diagnosis of coma on the street, is almost en- 
tirely made by policemen, young ambulance physi- 
cians, druggists and passing physicians. The next 
diagnosis is by police surgeons, or political doctors 
who attend at station houses at half a dollar a visit. 
Later the coroner and his “ring” finds that death was 
from alcoholism, exposure or heart failure. If a 
doubt exists a post-mortem seldom reveals more than 
some transient inflammation seemingly confirming 
the above conclusions. These are facts which every 
city in the country presents. Occasionally some of 
these haphazard diagnoses come into notice, and 
hemorrhage, concussion, fracture of the skull, embol- 
ism, and other serious injuries are found, that have 
been diagnosed as drunkenness or the coma of intox- 
ication. There is no doubt many most serious mis- 
takes are being constantly made in the diagnosis of 
these cases of coma found on the street. Because the 
case has an alcoholic odor, the impression prevails 
that spirits are the cause. 

The Medical Society of the city of Brooklyn and 
county of Kings, New York, appointed a committee 
to report on the present methods of treating persons 
found unconscious on the street. The Secretary of 
this committee, Dk. L. D. Mason, of Brooklyn, N. Y., 
has recently presented a very suggestive report which 
has appeared in the Journal of Inebriety for July. 
Dr. MASON gives a clear review of the common blund- 
ers of throwing all cases found stupid with an odor 
of spirits, in the station cells, to be found dead next 
morning, and the folly of trusting to the diagnosis 
from the most causal view of cases so serious and 
complex. The facts of the differential diagnosis are 
given with the opinions of authorities, and the expe- 
rience of eminent men, and the different methods of 
treating these cases in other countries. 


The experience of surgeons in London, Berlin and 
Paris and their efforts to determine the cause of the 
coma are given with minuteness. Some very start- 
ling Cases are mentioned of recent date, and the com- 
mittee concludes, asking time for a more exhaustive 
study of these cases and promising to make another 
report in the near future. The following are. some 
statements and conclusions: 

“The instances given might be greatly multiplied, and in- 
dicate a deficiency in the public service in most cities which 
in the name of humanity demands a remedy. The frequent 
occurrence of mistaken diagnosis makes it necessary that 
special attention be given to this subject. The differential 
diagnosis between alcoholic coma, and cerebral conditions 
simulating it, is not easy; indeed, it is sometimes impossi- 
ble. Fracture of the skull, concussion of the brain, cerebral 
hemorrhage, embolism, thrombosis, uremia, epileptic coma, 
nareotic poisoning, and heat apoplexy have all been mis- 
taken for alcoholic coma. This is especially the case when 
an alcoholic condition has accompanied the other condition. 
Such mistakes have been made by well informed medical 
men, and it is therefore not surprising that policemen, or 
recent graduates, or ambulance surgeons should err in the 
diagnosis. 

“Your committee while not prepared to make a final re- 
port feel justified in offering recommendations. 

“1. That while they believe that the system which exists in 
Paris is, perhaps, the most perfect, by which all persons 
found unconscious in the streets are taken to a special hos- 
pital where they have the most enlightened treatment pos- 
sible, still it is a question with them whether the distances 
are not so great as to make such a system impracticable in 
Brooklyn. They prefer, therefore, to keep this question un- 
der advisement for a longer time. 

“2. That all persons found upon the street in an uncon- 
scious or semi-conscious condition, or wandering aboutin a 
state of mental aberration, shall be removed to their homes, 
or if they have no homes, or their residence can not be as- 
certained, then to the nearest hospital, and a visiting physi- 
cian or surgeon shall be at once summoned. 

“3. That alcoholism or suspected alcoholism should not ex- 
clude such persons from the benefit of proper medical treat- 
ment inasmuch as simple cases of alcoholic coma, partial or 
complete, are serious and demand treatment, and again, 
alcoholism often obscures and is associated with serious 
cerebral lesions. In any event, therefore, such cases should 
have proper medical treatment. 

“4. Iffor any reason such cases can not be taken either to 
their homes or to the hospital,and must be taken to a 
station-house, they should be placed in rooms properly 
warmed, and a physician should be summoned to examine 
them. If they remain in the station-houses, they should be 
visited every half hour by the watchman, and if any alarm- 
ing symptoms intervene, a physician should be immediately 
sent for. The practice of locking in a cell for hours without 
inspection a person unconscious from alcohol, whether the 
same is complicated with injury or not, is inhuman. 

5. In ease of doubt, as between the police and the ambu- 
lance surgeon, a police surgeon should be summoned, and 
the disposition of the case should be determined by him.” 

It will be apparent to every one that this is a very 
important and timely topic, especially in the heated 
period of summer. This is the first society that has 
attempted to gather the facts, and make some studies 
which would be authoritative in this field. Wecom- 
mend this-effort and hope that every reader who may 
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have any facts bearing on this topic will give Dr. 
Mason all possible aid. There is a wide field for 
original work, and the clearing up of many obscure 
points, that should be recognized practically in the 
profession. 

INFECTIOUS SWINE DISEASES. 

So many of the diseases which affect the lower 
animals are communicable to man, that pathologic 
investigations of infectious diseases of any of the 
domestic animals have a direct bearing on the infec- 
tious diseases of man, and consequently are of great 
interest to all engaged in pathologie study. 

Scientific inquiry in no branch of our Govern- 
ment has been more active than in the Bureau of 
Animal Industry. A production of that Bureau by 
Pror. THEOBALD SmituH and Dr. V. A. Moore, under 
date of April 21, has just been made public by the 
Chief of the Bureau, Dr. Saumon, by order of the 
Secretary of Agriculture. 

These investigations have been continuously car- 
ried on since 1889, and have had “for their object 
the endeavor to find out upon what factors the great 
diversity in the characters of infectious swine dis- 
eases depends.” Pror. SMirH says: 


“Thus far we have found a well-defined bacillus associated 
with outbreaks of hog cholera in a considerable number of 
localities, both in the East and the West. The relation of 
this bacillus to the disease is unquestioned. Furthermore, 
this bacillus occurs under a number of varieties, whose 
chief distinguishing character lies in the varying degree of 
pathogenic activity. Some are more, others less virulent, 
and the type of disease produced in swine is correspondingly 
varied. The outbreak from which a few cases are reported 
in full (on page 27), and from which a well-defined variety 
was isolated, differs in important particulars from other 
types of uncomplicated hog cholera in the greater duration 
of the disease and the peculiar diphtheritie character of the 
inflammation of the intestines. The confusion existing even 
to-day in the minds of many authorities on the subject of 
swine diseases, expressing itself inthe multitudinous names 
which have been given to them, evidently rests in part on 
the different types which hog cholera assumes as a conse- 
quence of the pathogenic variability of the bacillus. 

“Our experiments have furthermore shown that the differ- 
ent degrees of susceptibility may produce quite a variation 
in the character of the disease, and that when a certain 
degree of immunity has been produced in rabbits it would 
be impossible to foretell what form the inoculation disease 
would assume. It might become localized in the intestines 
or the lungs, or even in the brain. Swine plague might 
appear as a peritonitis or a pleuritis with or without pneu- 
monia, or in the form of one or more abscesses. This inter- 
esting fact is at present of most service to the investigator. 
because he will be better able to identify obscure diseases. 
It is needless to insist on the importance of this knowledge. 
The presence of mild, chronic hog cholera or swine plague 
in a herd may be fully as dangerous as the more acute dis- 
ease, for mild disease is frequently caused by highly viru- 
lent bacteria. This has been fully brought out in the fore- 
going pages. Rabbits which, through vaccination, have 
lived many months after inoculation, have continued to 
carry disease germs in their body virulent enough to kill 
unvaccinated rabbits in twenty hours.” 
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Concerning the immunity produced by vaccination, 
Pror. SMITH says: 

“ Another fact of considerable importance is the relative 
character of the immunity produced by vaccination. An 
animal which before preventive inoculation possessed a high 
degree of susceptibility may after treatment, no longer 
contract an acute rapidly fatal disease but one of a more 
chronic character which, dragging itself along for months 
and rendering the animal worthless, may form the starting 
point of subsequent outbreaks among newly introduced or 
younger animals. This state of affairs has been noticed in 
Europe after vaccination against rouget, or swine erysipe- 
las, a disease of swine thus far not found in this country. 
While it is not of sufficient importance to militate against 
the use of successful vaccines, it should nevertheless not be 
lost sight of in a final estimate of the value of vaccination 
methods as a whole. Our observations on hog cholera lead 
me to believe that even if a fairly successful and cheap 
method of vaecination against hog cholera could be devised, 
the result would be that a number of animals would contract 
a chronic type of the disease after infection, and these would 
have all the objectionable features of worthless animals 
scattering infection about for months.” 

The results of the observations thus summarized 
by Pror. Smirn are conservative, and should serve 
to put a stop to crude uncontrolled experimentation 
by observers with insufficient facilities. Much injury 
to the cause of science has been done by vaccination 
of herds with virus of uncertain character. Definite 
and beneficial results are only to be expected from 
long continued and careful experimentation by 
trained bacteriologists, such as the Bureau is now 
developing. 


RAILWAY TRAVEL OF CONSUMPTIVES. 

Among other things which the settlement of the 
great strike will give railway managers opportunity 
to attend to is the provision of proper accommoda- 
tions for the segregation of consumptive railway 
travelers from ordinary passengers in the obvious in- 
terest of the public health. This provision will 
doubtless be hastened by the publication of such ob- 
servations as the following from a letter to the 
Pacific Medical Journal by Dr. W. Monr- 
GOMERY, written on “a trip to the Eastern States.” 
The writer says: “In our sleeper were three consump- 
tives returning home to die, and that alone was 
depressing enough, but when, on getting up in the 
morning, one sees a considerable amount of dry, yel- 
low sputum on one’s vis-a-vis neighbor’s bed linen, 
it is neither dainty nor reassuring. Morning cogita- 
tions, usually so pleasant, are apt to turn to the un- 
comfortable possibility of all the bedding in the car 
being subjected from time to time to the same infec- 
tion, and being probably imperfectly washed, or sim- 
ply rinsed. Then it is impossible to clean the up- 
holstering and carpeting without taking them out of 
the car, and an infected sleeper should be dangerous 
as the continual vibration keeps the dust and bac- 
teria in the air. The space is also necessarily confined. 
Moreover, travelers are apt to catch cold from drafts 
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and from sleeping close to the windows, thereby ren- 


dering the mucous membranes receptive to germ im- 


plantation.” 


They order these things better in Europe; on some 
of the Continental lines special coaches are provided 
Hospital, St. Peter, Minn., August 11, at 7:30, 


for consumptives, and these are constructed with par- 
ticular reference to ready cleansing and disinfection 
at the end of every trip—which, it should be noted, 
are much shorter than the “runs” in this country, 


and the need of precautions is, therefore, and for so_ 


much, greater here than abroad. 


CORRESPONDENCE. 


Status of an Eclectic. 
Co.tumeus, Onto, July 14, 1894. 
To the Editor:—1 hope you will answer with care the ques- 
tion of Dr. Q. C. Smith, on page 86 of your JournaL. Three 


Eclectics have just formally applied for membership in our 


local society—our Society being auxiliary to the American 
Mepicat Assocration—and some of our members are in a 
quandary. Two of these applicants are members of a local, 
eclectic medical society, and one is President of the State 
Eclectic Medical Society, and I understand they wish to 
retain membership therein. The three are all excellent 


gentlemen, without a personal enemy in the Society, but 


they are graduates of the Eclectic Medical Institute of Cinein- 
nati, and some of our members hold them not eligible under 


“regular” brethren. Indeed, some who bring forward the 


Code argument against admitting them, confess to meet- 


ing them in consultation whenever asked. 

Personally, 1 am strongly in favor of admitting these ap-_ 
plicants; and not only these, but all other intelligent medical | 
gentlemen who will sign our Constitution and By-Laws, 
which include the Code of Ethics of the American MepIcaL 
ASSOCIATION, 

“Regular” intolerance has been the bane of our profession 
and the key-stone of the success of all ’pathies. 

Very truly yours, 
J. F. BaLpwiy, M.D. 


ASSOCIATION NEWS. 


Notice.—Officers of Sections are requested to hand in all. 


remaining Section papers at once, as owing to the greatly S°™® of the most prominent sanitarians of the State. 


have the honor of enlisting among our colaborators the fol- 


enlarged size of the Journat they will be reached earlier. 
than heretofore. There are several Sections from which no_ 
papers have been received. 


on Ophthalmology of the American MepicaL AssocraTION. 


$1.00. The publishers of the JourRNAL desire to know the 


exact number of subscribers before commencing the volume. | 


If you desire a copy of the Transactions please notify me, 
enclosing amount. 
Very truly, 
Lewis H. Taytor, Secretary. 
41 South Franklin Street, Wilkesbarre, Pa., Jaly 2, 1004. 


Blank Applications for mem bershitp in the 
at the JourNaAt office. 


SOCIETY NEWS. 


The regular monthly meeting of the York County (Pa.) 
Medical Society was held August 2. 


The Nicollet County Medical Society will meet at the State 
Dr. Baker 
will present two cases of Huntington’s chorea. 


Southern Minnesota Medical Association.— At the annual 
meeting of the Southern Minnesota Medical Association, 
held at Winona Aug. 2-3, the following officers were elected 
for the ensuing year: President, Be B. MeGaughey; Vice- 
Presidents, 8. W. Ransom and A. 8. Adams; Secretary and 
Treasurer, H. H. Witherstine. ae next annual meeting 


will be held at Rochester, Minn. 


Mitchell District Medical Society —At the meeting of the 


‘Mitchell District Medical Society held at West Baden, Ind., 


July 25-26, the following officers were elected: President, 

Dr. J. A. Eastman, Indianapolis; Vice-President, Dr. Chas, 
W. Murphy, Salem, Ind.; Secretary, Dr. G. W. Burton, 

Mitchell, Ind.; Chairman Committee on Program, Dr. Sam- 

uel Kennedy, Shelbyville, Ind.; Chairman Committee on 

Arrangements, Dr. J. G. M. Yost, Mitchell, Ind. The next 

meeting will be held at Mitchell, Ind., Dec, 27-28, 1894, Ar- 

rangements are being made for one of the largest and most 

successful meetings in the history of this Society. 


Iowa Public Health Association.—The fourth annual session 
of the Iowa Public Health Association will convene at Des 


'Moines, Iowa, Thursday, and Friday, Sept. 6 and 7, 1894, at 


the Code. They have never, by card, sign or otherwise, an- | the Capitol Building. The meeting will be one of unusual 


nounced themselves other than simple “physicians,” and 
furthermore, consultation is never refused them by their. 


interest and a large attendance is expected. Occurring as 
it does during the State Fair week reduced rates are as- 
sured to all who wish to attend. This Society has upon its 
roster the names of some of the most noted scientific 
men and women within the State. Bear in mind that 
this is not a medical society. While many of the sub- 
jects are clearly allied to medicine and can no‘ be divorced 


from it, yet physicians are in no sense an essential, though 
-an important and honorable part of the Association. 


All 
persons interested in the prevention of sickness and in the 
promotion of the highest type of physical well-being, are 
cordially invited to become members. Physicians, lawyers, 


‘clergymen, school teachers, newspaper men, mechanics, 
artisans, farmers, officers in civic and military services, are 


all eligible to membership; and it is especially desirable 
that health physicians, mayors of cities and towns, presi- 
dents of boards of township trustees and tow nship clerks 
shall be present and take an active part in the proceedings. 
Every point of sanitary science will be touched upon by 
We 


lowing persons who will address the meetings: J. F. Ken- 
nedy, Des Moines; E. H. Carter, Des Moines; Henry Sabin, 


| Des Moines; A. R. Amos, Des Moines; W. W. Harris, Sioux 
Section on Ophthalmology.—The Transactions of the Section. 


City; Paschal Davis, Keokuk: J. F. Kempker, New Burling- 


ton; J.8. Stevens, Cedar Falls; F. W. Weiland, Dubuque ; 
for 1894, will be published in separate volume, uniform with | 


1891 and 1892; the cost per volume being, as heretofore, | 


H. L. Getz, Marshalltown; A. P. Hanchett, Council Bluffs. 
All persons wishing to prepare and read papers will please 
send their names with title of paper to the Secretary at 
once. J. F. Kennepy, Pres., 
P. J. FULLERTON, Sec., Des Moines, Iowa. 
Raymond, lowa. 


The American Association of Obstetricians and Gynecologists 
will hold its seventh annual meeting at Toronto, Ont., 
Wednesday, Thursday and Friday, Sept. 19, 20 and 21, 1894, 
to which a cordial invitation is extended to the medical 
profession. The following is the preliminary program, sub- 
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ject to amendment until September 1,namely: President’s 
address, George H. Rohé, Catonsville, Md.: Personal Ex- 
perience with Pus Tubes: When to Operate, How to Ope- 
rate,and the Results of Operation, Jas. W. Ross, Toronto, 
Ont.: Relation of Hysteria to Structural Changes in the 
Uterus and Adnexa, A. P. Clarke, Cambridge, Mass.; Dem- 
onstration of a Mechanism of Intussusception (rabbits), 
Robert T. Morris, New York; Nephrectomy, L. H. Dunning, 
Indianapolis; Treatment of Distension of the Fallopian 
Tubes without Laparotomy and Removal, F. A. Glasgow, 
St. Louis; Hysteria in Pregnancy, W. P. Manton, Detroit ; 
Relations of Renal Insufficiency to Operations, Carlton C. 
Frederick, Buffalo; a, Importance of Recognizing Septic 
Puerperal Endometritis Early, and its Treatment; », Dem- 


onstration of a Portable Operating Table for Gynecological’ 


and Abdominal (Trendelenburg) Work, Edward J. Ill, New- 
ark, N. J.; Suspension of Retroflexed Uterus by the Utero- 
.ovarian Ligaments, with report of Cases, Reuben Peterson, 
Grand Rapids, Mich.; The Element of Habit in Gynecic 
Disease, Geo. F. Hulbert, St. Louis; Some results of Ether 
Anesthesia in Abdominal Operations, I. 8. Stone, Washing- 
ton, D. C.; Report in Abdominal Surgery, presenting cases, 
A. Van der Veer, Albany; Supplementary Paper on Ab- 
dominal Section in Intrapelvic Hemorrhage, M. Rosenwas- 
ser, Cleveland: Conservative Midwifery, J. M. Duff, Pitts- 
burg; The Cauae of the Thirst following Abdominal Sec- 
tion, Eugene Boise, Grand Rapids, Mich.; The Care of Preg- 
nant Women, W. B. Dewees, Salina, Kan. 

Discussion: Inflammatory Disease of the Uterus and 
Appendages and of the Pelvic Peritoneum. a, Introductory 
Remarks, William Warren Potter, Buffalo; 4, Historical 
Sketch, Edward J. Ill, Newark, N.J.; ¢, Clinical History, 
C. A. L. Reed, Cincinnati, Ohio; d, Causation and Pathol- 
ogy, Lewis S. McMurtry, Louisville, Ky.; e, Diagnosis and 
Prognosis, James F. W. Ross, Toronto, Can.; f, Treatment, 
M. Rosenwasser, Cleveland, O.; A. Vander Veer, Albany, 
N. Y.; J. H. Carstens, Detroit, Mich.; A. H. Cordier, Kansas 
City, Mo.; g, Results: a, When Untreated; b, Under Var- 
ious Methods of Treatment, Joseph Price, Philadelphia, Pa. 

Intercurrent Typhoid Fever in Pregnancy, Thomas E. 
MeArdle, Washington, D.C.; Notes on a Case of Chole- 
lithiasis, Frederick Blume, Alleghany, Pa.; Perineal Opera- 
tions, Joseph Price, Philadelphia; Remarks Bearing on the 
Surgical Treatment of Intussusception in Infants, Based on 
Two Successful Cases, Henry Howitt, Guelph, Ont.; The 
Limitations of Surgery in the Treatment of the Uterus and 
its Appendages, William H. Myers, Fort Wayne, Ind.; The 
Incision in Abdominal Surgery: Methods and Results, J.H. 
Carstens, Detroit, Mich.; Abdominal Section in Ectopic 
Gestation, where the Fetus is Living and Viable, X.O. Wer- 
der, Pittsburg, Pa.; Subject to be announced, William E. B. 

avis, Birmingham, Ala.; Hysterectomy for Cancer of the 
Uterus, E. W. Cushing, Boston, Mass. ; Sirenie Progressive 
Atrophy of the Vulva (Kaurosis Vulvz); its Pathology and 
Radical Treatment, Charles A. L. Reed, Cincinnati, Ohio. 


PUBLIC HEALTH. 


The Environment of the Capital—A valued correspondent— 
may his days increase—invites our attention to a lapsus 
calami whereby we were made to say that the environment 
of the District is notoriously unhealthy. This was the case 
many years ago, but not now, when the sanitary conditions 
have been improved by the reclamation of the Potomac 
flats, better sewerage and better surface drainage. 


Dengue at Key West.—Dr. John Guiteras, Sanitary Inspector 
M.H.8., has investigated the reported epidemic of dengue 
at Key West, Fla., and confirms the views expressed in the 
JournaL of August 4. He reports that Dr. J. Y. Porter, 
State Health Officer of Florida, has made a careful study of 
some eighty cases and that his records will be of much value 
in establishing the differential diagnosis between dengue 
and yellow fever. Dr. Guiteras adds: “In my opinion it is 
not true that dengue fever is a premonitory sign of a yellow 
fever epidemic. The two diseases have nothing in common. 
There are no cases of yellow fever in Key West and the epi- 
demic prevailing is, without possible doubt, one of dengue.” 


The disease is spreading from the military post to the 
city. 

Parva sed Apta.—The city of Zurich in Switzerland is about 
the size of Toledo, Ohio, and one-seventh the size of Phila- 
delphia; but the press of the Quaker city is holding up the 
little burg as a fit model to follow. In 1884 when Zurich 
found typhoid fever in its water supply—a discovery, it is 
noted, made even earlier for Philadelphia—this little Swiss 
town set out to improve its supply, spent $100,000 on new 
filters, $200,000 on new reservoirs, and by using the water 
power thus secured, set up an electric light supply at a cost 
of $235,000 and furnished light, arc and incandescent, at a 
profit of $13,000. The Philadelphia Press pertinently asks: 
“We Americans think we are enterprising, but how long will 
it be before Philadelphia matches the work of this slow Swiss 
town and reduces its typhoid cases 90 per cent?” 


Spread of Cholera.— Reports from Consular officers through 
the Department of State and from other sources furnish 
totals of 5,907 cases of Asiatic cholera, with 3,064 deaths, in 
115 localities in Europe between May l5and August 1, inst. 
These were distributed as follows: Russia, including Poland 
and Finland, 8,418 cases, 1,917 deaths, in 25 governments, 
towns and cities; Turkey, 1,984 cases, 951 deaths, in 32 local- 
ities; Belgium, 212 cases, 85 deaths, in 9 localities; Austria- 
Hungary, 200 cases, 91 deaths, in 11 localities; Germany, 44 
cases, 13 deaths, in 17 localities; France, 33 cases, 6 deaths, 
in 16 localities; Sweden, 4, cases, | death, in 2 localities; 
Holland, 2 cases in 2 localities; Italy, 1 case. That these 
reports are incomplete is obvious—the St. Petersburg cor- 
respondent of the British Medical Journal, for example, re- 
ports 1,973 cases and 770 deaths in 19 days in that city alone ; 
but the summary gives a fairly correct impression of the chol- 
era situation in Europe up to date. Nowhere on the Conti- 
nent, except in Russia and Turkey, has the disease assumed 
threatening proportions or appreciably affected the death 
rate. And yetthere has been and still continues a sufficient 
spread to thoroughly test the sanitary régime of the coun- 
tries exposed. Late Amsterdam dispatches report one 
cholera death in that city; seven new cases at Maestricht 
on the 4th; five new cases and three deaths at the same place 
on the 5th and 6th; one death at Haarlem and five cases at 
Halfweg. A dispatch of the 7th states that between July 29 
and August 4 there were 313 new cases and 240 deaths in St. 
Petersburg ; that in the city of Warsaw during the last week 
in July there were 159 new cases and 83 deaths, and that in 
the Province of Warsaw during the same period there were 
394 new cases and 213 deaths. A Vienna dispatch of the 7th 
says that 16 districts in Galicia are infected and that during 
the previous two days there had been 127 new cases and 83 
deaths in these districts. A London dispatch of the same 
date reports the arrival from St. Petersburg at Gravesend of 
a steamer on which a seaman had died from cholera the pre- 
vious day. These and similar occurrences serve to keep 
sanitary authorities on the alert and the Local Government 
Board (Eng.) has issued a circular upon the desirability of 
the notification of diarrhea in order to facilitate the early 
detection of sporadic cases of cholera. Sanitary officers are 
reminded that the localized outbreaks of cholera in England 
last year were usually preceded by diarrhea, generally quite 
excessive in amount and often choleraic in type, and that 
the existence of this diarrhea was only discovered, in season 
to be of any use in detecting early and ill-defined cases of 
cholera, after the disease had been made the subject of noti- 
fication. It is also seriously discussed whether Asiatic 
cholera is not becoming endemic in Europe—especially in 
Russia, where in the third consecutive year of its prevalence 
the disease has attained a severity greater than in either of 
the two preceding years. This probably is also made the 
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occasion for renewed sanitary effort and for further em- 
phasis of Mr. Ernest Hart’s axiom that one can not “catch” 
cholera— However cholera may rage,it can not spread 


defiled water; and in truth this is enough.” 


-Diphtheria.—The increasing gravity of diphtheria as a fac- | 


tor of the public health is causing health authorities to put 
forth unusual effort for the prompt bacteriologic diagnosis 
of suspected cases. To the list of American cities whose 
boards of health undertake to make the necessary cultures 
and furnish the results to physicians free of charge must 
now be added Chicago. Notwithstanding the unusual recent 
demands upon the personne! of his department and upon its 
limited appropriations, Health Commissioner Reynolds has 
made a satisfactory beginning in this direction. The work 
is under the immediate supervision of Dr. Adolph Gehrman, 
director of the laboratory of the department, who has just 
issued the following circular to the profession : 

The ability to differentiate cases of diphtheria quickly and 
certainly, by means of cultures of bacteria obtained from 
the throat, renders it important that such a method should 
be used as far as possible by the profession. Certain diffi- 
culties however prevent the general practitioner from carry- 
ing out all the details of the examination himself. In view 
of this the Department of Health offers the method as an aid 
to the profession at large. 

The bacteriologie diagnosis of diphtheria cases involves 
the following: 

1. Preparation of the proper culture medium and its dis- 
tribution to doctors. 

2. Inoculation of tubes from patients and return when so 
inoculated to the Department. 

8. Cultivation and examination of the tubes in the Lab- 
oratory. 

4. The rendering of reports of the results of the inocula- 
tion of the cultured tubes. 

The Department has prepared wooden boxes containing 
tubes of culture material, throat swabs and the necessary 
blanks. The following directions and blank form accom- 
pany each box: 

CITY OF CHICAGO, DEPARTMENT OF HEALTH. 

(Directions for the Use of Cultures in the Diagnosis of 
Diphtheria.) 

The wooden cases containing culture tubes and throat 
swabs may be obtained at any time by a physician or upon 
his order from the Department Clerk, Room 4, City Hall. 

The blank form is to be filled out down to the double lines, 
and always returned with the case. 

When making an inoculation the throat should be first 
well gargled with plain water to remove mucus and anti- 
septics. Remove the sterile swab from its tube and, with- 
out contact with other objects, rub it firmly against the sus- 
picious area in the throat. Remove the cotton plug from 
the other tube, and rub the swab over the surface of the 
culture medium. Replace the swabin its own tube, and 
replace the cotton plugs. Send the outfit to the Depart- 
ment at once. 

Cultures from diphtheria cases should be made as early as 
possible, as the bacillus sometimes disappears from the 
throat before the membrane. 

In all cases when the outfit is not used, itis to be returned 
to the Department. 


{Blank form]. DIPHTHERIA, 


How Contracted 


Name of Patient 
Address 


| Attending Physician 
| Inoculated by 


| Received at Laboratory 


The examination of cultures obtained and demonstrations 
as to the presence or absence of the diphtheria bacillus is a 
_part of the work of the laboratory of the Health Depart- 

ment. Here the tubes will be incubated and examined when 
colonies appear. From here also the reports will be returned 
to the physicians. The culture medium used in this work is 
Lottler’s blood-serum mixture, and also the urine-agar mix- 
ture of SchlOffer, upon which the diphtheria bacillus grows 
almost as readily and gives as characteristic results as upon 
the blood-serum. The bacillus will grow within twenty to 
twenty-four hours; that is, before any of the pus or other 
bacteria, that may be present in the throat, grow to any 
extent. In this way a growth of the diphtheria bacillus 

receding other growths is obtained and a diagnosis is made. 

n general, reports may be returned by the noon of the day 
following delivery of the inoculated tubes. 


Physicians who make these bacteriologic examinations 
themselves may be interested in the discovery of Dr. Klein, 
who has found that in diphtheritie membrane, formed while 
the progress of the disease is still active, the diphtheria 
bacilli abound, not only in the characteristic form, but also 
with the protoplasm segregated into spherical, cubical or 
cylindrical particles, with a knob-like or club-shaped en- 
largement of one or both ends, sometimes of great size and 
containing vacuoles; after from twenty-four to thirty-six 
hours in agar culture, when the growth is in its initial and 
most active phase, large numbers of the bacilli occur which 
are shorter or longer threads with marked segregation of 
the protoplasm and with terminal knobs. Dr. Klein thus 
finds that “though the Loffler bacillus under many condi- 
tions conforms with what corresponds to a typical bacillus, 
these threads, with the local accumulation of their substance, 
and with the terminal knob-like or club-shaped enlargement 
of their protoplasm, do not harmonize with the fundamental 
character of a bacillus, but rather suggest a close alliance 
with the form of a mycelial fungus.” 

As to the curative treatment of diphtheria by antitoxin 
its present status is summed up in the address of Sir Henry 
Roscoe at a recent meeting of the British National Health 
Society. The diphtheria antitoxin—produced by the immu- 
nization of goats through the injection of increasingly vira- 
lent cultures of the diphtheria bacillus—is contained in the 
serum in varying proportions; but Behring and Kitisato 
have devised a method of measuring accurately the exact 
amount present, and have thence established an immunity 
unit or standard of antitoxin potency. With injections of 
quantities of serum containing antitoxin representing 130 
to 200 immunity units, as thus ascertained, 220 children suf- 
fering from diphtheria in all its stages—as proved by bac- 
teriologic examination—were treated in various hospitals 
in Berlin. Of 6 cases treated during the first twenty-four 
hours all recovered, and of 66 treated during the second 
twenty-four hours only 2 died ; thus of 72 cases treated dur- 
ing the first forty-eight hours only 2 died. Tracheotomy 
was necessary in 9 of these cases and the 2 deaths were of 
this group. During the third twenty-four hours 29 cases 
were treated and of these 4 died; during the fourth, 39, of 
whom 9 died; and on the fifth, 23, of whom 10 died. The 
percentages of recovery, according to period of treatment, 
were therefore 100 per cent., 97 per cent., 86 per cent.,77 per 
cent. and 56.5 per cent. In most of these cases only one 
injection, representing 130 to 200 immunity units of anti- 
toxin, was used, and it is now believed that some of those 
who died might have been saved had repeated injections 
been made. In their preliminary report the physicians, 
Ebrlich, Kossel and Wassermann, who conducted these 


247 
unless man swallows it. This protection is surely within fo 
the reach of civilization, namely, that man shall not drink \ijeroscopie Examination 


248 


MISCELLANY. 


[ Aveust 11, 


investigations, submit the following as their conclusions: 
“1. The fate of patients depends on the treatment during 
the first three days of the disease; hence the serum should 
be injected as soon as possible after its commencement; 2, 
in mild cases the amount introduced should be at least 200 
immunity units; in severe cases,and in those where trache- 
otomy is necessary, 400 units; 3, the injections should be 
repeated on the same or the following day, according to the 
general and local symptoms; the total amount vaaying ac- 
cording to the severity of the case, from 500 to 1,500 immu- 
nity units. In 30 cases where repeated injections were 
employed—some of them very severe cases, 16 of them 
requiring tracheotomy—only 4+ died; these 4 having had 
tracheotomy done with little or no relief to the breath- 
ing.” The British Medical and Surgical Journal, which editor- 
ially anticipates the antitoxin treatment of diphtheria as 
“a new boon to humanity,” promises that full details of the 
methods and cases will be published as soon as possible and 
urges that the treatment be put to the test elsewhere—as 
it has been already in Paris with most satisfactory results. 


NECROLOGY. 


Apert B. Mixes, M.D.,of New Orleans, died August 5. Dr. 
Miles was born at Prattville, Ala., in 1852. At the age of 
16, he entered the Gordon Institute of Southern Arkansas, 
where he remained two years. In 1870 he entered the 
academic department of the University of Virginia. In 
1875 he graduated in medicine in the University of Louisi- 
ana and delivered the valedictory of his class. Two months 
after graduation he was elected Demonstrator of Anatomy 
in the medical department of the University of Louisiana. 
In 1876, he was elected Visiting Physician to the Charity 
Hospital. In March, 1881, he was appointed physician-in- 
charge of the Hotel Dieu, the infirmary of the Sisters of 
Charity. In the following year he was elected House Sur- 
geon to the Charity Hospital, a position which he held until 
his death. In L886, he was elected Professor of Materia 
Medica, Therapeutics and Hygiene of the Medical Depart- 
ment of the Tulane University. In 1893, after the death of 
Dr. Samuel Logan, he was selected to fill the chair of sur- 
gery, which he held with distinction up to the time of his 
death. 

He was a member of the New Orleans Medical Association, 
the New Orleans Parish Medical Society, the Louisiana State 
Medical Society and the Southern Surgical and Gynecologi- 
eal Association. Dr. Miles was unmarried. 


Judson B. Andrews, M.D., Superintendent of the Buffalo 
(N. Y.) State Hospital for the Insane, died August 3. He 
had been in charge of the Asylum since it was opened in 
1880,and was a pioneer in instituting new methods of treat- 
ment for the insane. He was ex-President of the Erie 
County Medical Society, a founder member, and ex-Presi- 
dent of the New York State Medical Association and Presi- 
dent of the Section of Psychological Medicine and Nervous 


Diseases of the Ninth International Medical Congress, held | 
In 1892 he was elected President of. 


in Washington in 1887. 
the American Medico-Psychological Association. He wasa 
frequent contributor of papers to medical societies and 
journals. For many years he was Assistant Superintendent 
of the State Insane Asylum at Utica, and for ten years 
working editor of the American Journal of Insanity. He was 
a captain and later a surgeon in the Connecticut Volunteer 
service during the rebellion. Dr. Andrews was a prominent 
Mason, and member of the G. A. R., and many other orders. 
He was 60 years old. 


Francis M. Knipe, M.D., of Pottstown, Pa., Aug. 4, aged 
60. He served in the Legislature in 1875, 1876 and 1878. 


E. B. Dunning, M.D., of PawPaw, Mich., August 3, aged 
65. 

A. H. Kimball, M.D., of Battle Creek, Mich., August 6 
aged 44. 


James F. Fraley, M.D., of Fairbury, Ill., July 31, aged 83. 3 


MISCELLANY. 


Resignation of Pettenkofer.—The veteran sanitarian, Prof. 
Max von Pettenkofer, has resigned from the University of 
Munich, through pressure from Berlin exerted, as is al- 
leged, on account of the Professor objecting to certain of 
the anti-cholera measures recommended by Dr. Koch. It is 
reported that a great deal of public indignation has been 
aroused in consequence. 


A Lapsus Calami.— In the issue of June 30, we noted a for- 
tuitous combination of items, in which the notice of a meeting 
ofa medical society was immediately followed by a preserip- 
tion for sexual debility, and erroneously attributed the same 
to the JouRNAL OF THE AMERICAN Mepicat Association. Our 
esteemed contemporary very properly confines advertise- 
ments of proprietary medicines to the outside pages where 
they belong, and we regret having, through pure accident, 
done this injustice.— Medical Record, Aug. 4, 1894. 


Canceromyces.—In a recent number of the Centralblatt f. d. 
Medicinischen Wissenschaften, Dr. van Nissen, of Wiesbaden, 
furnishes a brief account—which he promises to supplement 
shortly by a fuller description—of a microérganism which he 
has found in cancerous tissue and which he is led by his ex- 
periments to regard as the cause of cancer. In cultures the 
cell-groups bear a very close resemblance to the so-called 
epithelial cell nests of carcinoma. Van Nissen calls this 
new microbe Claspodium cancerogenes—or canceromyces, for 
short. 


Kentucky Medical Practice Act.—Notice is given that the 
Kentucky State Board of Health will meet in Louisville 
some time during September, for the purpose of examining 
those physicians not possessing a diploma, and who have 
not already passed a satisfactory examination. This will be 
the last opportunity for non-graduates to qualify for prac- 
tice in Kentucky under the new law. Thenceforth the only 
recognized qualification will be the diploma of a reputable 
college secured by regular attendance upon the prescribed 
course of lectures and compliance with the other require- 
ments for graduation. 


Use of Death Certificate Does not Waive Privilege.—The plain- 
tiff in an action on a life insurance policy does not, by the 
introduction in evidence of a physician’s certificate of 
death, waive the protection which he or she might claim 
under the provisions of such a statute as section 834 of the 
New York Code of Civil Procedure, which prohibits a physi- 
cian testifying as to information received in the course of 
professional employment. So holds the General Term of 
the Supreme Court of New York in the case of Redmond y. 
Industrial Benefit Association, decided May 8, 1894. Nor 
does such certificate, it further declares, absolve the physi- 
cian making it from all the duties and obligations imposed 
upon him by that return. 


Medical Practice in France.— Under the new French medical 
law the government no longer has the power to authorize 
medical men having only foreign diplomas to practice in 
France. No physician is now allowed to practice in that 
country unless he possesses a French diploma of doctor of 
medicine; and this is to be obtained only by passing such 
an examination as may be prescribed by one of the recog- 
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nized faculties of medicine—Paris, Montpelier, Nancy, Lyons, | near in blood as to indicate t 


Bordeaux, Lille or Toulouse. To any one of these faculties 
the foreign applicant may submit his papers, with whatever 
records of scientific work or other claims to professional 
recognition he possesses. Based upon these he is then 


informed what examinations he must pass before he may be | 


pronounced dignus entrare in nostro docto corpore. 


Subsidence of a Uterine Fibroma following a Double Amputation 
of the Breast.—Heidenhain in Berlin Klin. Woch. No. 40, p. 983, 
Oct. 2, 1898, reports the case of a woman aged 44 who had_ 


a uterine tumor, which gave the appearance of a womb at 
full term. Menstruation was normal. Two years later, 
tumor of both breasts with axillary adenitis was developed. 

Both breasts were amputated and the glands removed 
from the axille. 


Some months later Heidenhain found that the uterus had | 


subsided to the size of a closed fist.—Rerue des Sciences Méd- 
icales, July, 1894. 


Creosote Poisoning.—In the Revue des Sciences Médicales, for 
July, 1894, a case is reported from the Kronika lekarska, 


where a physician had prescribed for a female aged 42 years, | 


attacked with pulmonary lesions, 6 drops of creosote to be 
taken in milk, three times a day. After having taken 18 
drops in twenty-four hours, the patient had pain in the 
pharynx and the stomach, with dysphagiq Fever followed, 
general weakness, and vomiting, with diarrhea. Six days 
after the ingestion of the creosote the patient died. At the 
post-mortem examination there were found hemorrhages on 
mucous surface of the stomach and intestines, superficial 
uleerations in the esophagus, acute nephritis, hyperemia 
of the brain and its membranes, congestion of the spleen. 


Examination of the liquid remaining in the bottle showed | 


that not more than 18 drops had been taken from it. 


The Four Stages of Vinous Inebriety.—An Arabic parable is 
given in the Independent, in nearly literal translation, 
expressive of the Oriental way of describing drunkenness: 

“When Adam first planted the vine, Satan came and killed 
a peacock over it, and the vine drank its blood. When the 
vine grew and put forth its leaves Satan came again and 
killed an ape over it, and the vine drank the blood of the 
ape also. When grapes first formed on the vine he killed a 
lion over it, and the vine drank up the blood of the lion. 
When the fruit was fully ripe Satan came once more and 
killed a pig over it, and the vine drank up that blood also. 

“Hence, he who drinks of the fruit of the vine imbibes 
these four qualities. When he first tastes the wine, and it 
begins to crawl in his limbs, the color blooms in his face, 
and he becomes gay as a peacock. When the first signs of 
drunkenness come upon him he plays, claps hands, and 
dances like an ape. When the wine grows stronger within 
him he grows violent like the lion, and challenges every 
one else. At last he wallows like a pig in the mire, desiring 
only to sleep, and his strength is gone.” 


Range of Examination of Witnesses on Questions of Sanity.—To 
determine the mental capacity of an individual at a partic- 
ular time, it is often necessary to inquire into the state of 
his health, his appearance, conduct, habits, etc., for some 
time before and after the period in question. No absolute 
rule, limiting the extent of the examination to fixed periods, 
can therefore, it has been said, safely be laid down, in conse- 
quence of the variety of cases which occur. This is applicable 
also to criminal cases. Where the issue is insanity, the 
Supreme Court of Arkansas declares, in the recent case of 
Green y. State, the examination of witnesses may take the 
widest range, going into the personal history of the defend- 
ant for any number of years prior to the commission of the 
act for which he is accused, showing temper, character, dis- 
position, ete. And if it appears that the insanity alleged is 
hereditary the inquiry may extend even beyond—to the 
ancestors and collateral relations of the defendant, if so 
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hat the insanity of which proof 
| is made may have been transmitted. But this broad state- 
_ment of the rule is subject to the salutary limitation which 

must govern in the production of all evidence, i. ¢.,* the 
evidence must tend to prove the issue.” 


_ Increase of Insanity.—That the influence of the end-of-the- 
century conditions of civilized life on the mental balance of 
the individual is not wholly beneficial, is again shown by the 
report of the English Commissioners in Lunacy, just issued 
asa Parliamentary paper and deemed of sutticient impor- 
‘tance to be cabled in abstract from London, August 4. There 
were on January 1, inst., in England and Wales, 92,067 
lunatics, idiots, and persons of unsound mind according to 
various returns to the Commissioners. This number was 
2,245 in excess of the corresponding returns from the pre- 
vious year, and showed the largest in the number of officially 
known lunatics yet recorded. The report proceeds: “ This 
large increase calls the more for some special consideration 
because it follows an increase of 1,974 in the preceding year, 
that being above the average for the ten years 1882 to 1892, 
which was only 1,300. The increase seems to have been fairly 
general throughout England and Wales, but the predom- 
inant feature of the figures is the great increase shown in the 
county of London, its pauper lunatics numbering, January 
| 1, 1,800 more than they did a year previously. It is perhaps 
‘right in this connection to point out that for the adminis- 
trative county of Middlesex, which is fast becoming metro- 
politan, there is shown for last year an excessive increase— 
viz., 108, against an average for the previous ten years of 42,” 
From one of the tables attached to the report it appears 
that this state of affairs, though alarming, is not quite so 
serious when considered in conjunction with the increase of 
population, the ratio being one insane person in 326, as 
against one in 331 for the previous year. 


Medical College Notes. 


Tae Marion-Sims or Mepicine, St. Louris, Mo.— 
The current catalogue of the Marion-Sims College chron- 
icles the fact that a Dental Department has been estab- 
lished in association with the medical school, which opens 
this fall for the first annual course of lectures. The new 
dental school starts under the best auspices, and in all its 
requirements is said to be thoroughly in accord with the 
regulations governing dental instruction throughout the 
United States. As soon as expedient, the managers propose 
to increase the departments to include all the sciences 
allied to medicine, pharmacy, veterinary medicine, ete. Sey- 
eral important changes in the Faculty are to be noted. Dr. 
T. B. Taylor has resigned, and the distinguished dermatolo- 
gist, Dr. A. H. Ohmann-Dumesnil has been elected to take 
the chair made vacant. Dr. T.C. Witherspoon has aceepted 
the chair of Genito-Urinary Surgery. Dr. H. W. Loeb has 
been elected Secretary, and Dr. Charles Gilbert Chaddock, 
Treasurer. Several new features have been added to the 
teaching facilities; notably the surgical laboratory and the 
obstetric clinic ; the chemical laboratory has been enlarged 
and remodeled. The school is showing itself worthy of its 
marked success in the progressive spirit that is manifest in 
the constant effort to improve and perfect its medical teach- 
ing. Itsdiplomas are deservedly recognized wherever med- 
ical degrees entitle to practice medicine and surgery. 


Hospital Notes, 
Tue Town Counci of Calgary, N. W. T., has voted $10,000 
in aid of the erection of a general hospital. 


Tue Report of the German Hospital of Philadelphia for the 
period from June 21 to July 26 gives the following details: 
Patients admitted, 221; cured and improved, 213; deceased, 
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10; remaining 130. Patients treated in dispensary, 2,472; 
new patients, 782; accident cases, 249; medical clinic, 314; 
gynecological, 62; surgical, 1,424; the eye, 412; the ear, 85; 
the throat, 175. ‘ 

University or University of Penn- 
sylvania is about to add three new buildings to the number 
already constructed, and these buildings are all to be con- 
nected with the medical department, which will make that 
department still more efficient in its teaching equipment. 
These buildings are the Agnew Memorial wing to the Hospi- 
tal, the William Pepper Clinical Laboratory and a main 
ward to the Maternity Hospital, which will connect the two 
smaller wings already constructed. The William Pepper 


Clinical Laboratory is endowed by ex-Provost Pepper as a 


memorial to his father, and will be used for post-graduate 
study and original scientific research on the same broad 
lines as the new Wistar Institute of Anatomy. The first, 
second and third stories will be fitted up as laboratories, 
while the fourth floor will contain quarters for the curator 
and janitor. The Memorial wing of the Hospital, erected in 
memory of the late surgeon, Dr. D. Hayes Agnew, by his 
widow, will be fitted up as a complete surgical department 
of a hospital. The heating and ventilation will be perfect. 
The stairways are of iron, and the building is separated by 
walls into sections to prevent the spread of fire. The sec- 
tions communicate by means of automatic metal-covered 
fire doors. The wing has three floors and a basement, which 
will contain the waiting rooms and dispensaries of the or- 
thopedic departments, with an entrance for patients and a 
gymnasium. Under the wings are the servants’ quarters. 
The eastern part of the first floor is devoted to the wards of 
the orthopedic department, the center to the surgical and 
gynecologic dispensaries, and the western side to the oph- 
thalmic wards and rooms. At the rear is a small clinical 
theater, with a seating capacity of 130. The main feature 
of the second floor is two clinical theaters, the larger of 
which will seat 400 students. The third floor contains pri- 
vate patients’ rooms and nurses dormitories. 


Why Non-Experts Can Give Opinions on Questions of Sanity.— As 
a general rule, the opinions of non-expert witnesses are not 
admissible in evidence. They must state facts, and not 
opinions deduced from the facts; leaving to the jury, whose 
province it is, to draw the proper inference from the facts 
when stated. But it is an exception to this general rule, as 
clearly defined and as thoroughly established as the rule it- 
self, that the opinions of ordinary witnesses derived from ob- 
servation, are admissible in evidence, when,from the nature 
of the subject under investigation, no better evidence can 
be obtained. This exception is said to apply to questions of 
identity, handwriting, quantity, value, weight, measure, 
time, distance, velocity, form, size, age, strength, heat, cold, 
sickness, and health; questions, also, concerning various 
mental and moral aspects of humanity, such as disposition 
and temper, anger, fear, excitement, intoxication, veracity, 
general character, etc. The reason underlying the excep- 
tion, the Supreme Court of California says, in the recently 
decided case of Holland y, Zollner, where the foregoing 
observations are also made, is that, from the very nature 
of the subject in issue, it can not be stated or described in 
such language as will enable persons not eye-witnesses to 
form an accurate judgment in regard toit. The paucity of 
language, and the incompetency of witnesses to describe 
graphically the photograph left upon the mind by observed 
facts, renders every effort to convey to a jury an adequate 
conception of the ultimate fact futile,except by announc- 
ing the conclusion in their own minds, A witness may 
describe a person as having gray hair, a wrinkled face, an 
uncertain gait,and by such other facts as indicate advanced 


years; and a jury from such a statement, could determine 
nothing as to his exact age, beyond the conclusion that he 
was an old man. Yet the witness who has detailed all the 
facts of which he was capable can give an opinion as to the 
age of the man he has described, which is almost exactly 
the truth. We identifymen. We can not tell how, because 
expressions of the face, gestures, motions, and even form 
are beyond the power of accurate description. Love, hatred, 
sorrow, joy,and various other mental and moral operations, 
find outward expression,as clear to the observer as any fact 
coming to his observation ; but he can give only expression 
to the fact, and which, for want of a more accurate expres- 
sion, we call “opinion.” To say that a man acts rational or 
irrational is but to describe an outward manifestation 
drawn from observed facts. It is the last analysis, the 
ultimate fact, deduced from evidentiary facts coming under 
observation but so transitory and evanescent as to be, like 
drunkenness, easy of detection, and difficult of explanation. 
Such conduct is not so much a matter of judgment as of 
observation. The conclusion is reached, not as a sequence 
of knowledge in reference to occult mental conditions, but 
as a resultof observed facts, patent to all, concerning which 
the non-expert is as competent to judge as the trained 
specialist. 


THE PUBLIC SERVICES. 


ave Changes. Official list of changes in the stations and duties of 

cers serving in the Medical Department, U.S. Army, from July 
28, 1894, to August 3, 1894. 

Capt. McCREERY, Asst. order assignin to duty at 
oy Vashakie, Wyo., is revok By direction of the Secretary of 


First Lieut. A. N. STARK, Asst. Surgeon, now at Ft. Sam Houston, will 
proceed to Camp Ea agle Pass, Texas, and report for temporary duty. 

Lieut.- nea ALFRED A. WOODHULL, Deputy Surgeon- “General, is granted 
leav - absence for one month and twenty days, to take effect on or 

15, with permission to leave the United States. 

First Lieut. opsON, Asst. Surgeon, is granted leave of absence 
for one Lay o take effect about August 6, with permission to 

pply for an iasauioe of one month. 

First Lieut. F. A. WINTER, Asst. iy ogg is granted leave of absence for 
one month, to take effect about Oct. 1, 184, with permission to apply 
for an extension of one month. 


Navy Changes. Changes inthe Medical Corps of the U. 8. Navy for 
the week ending August 4, 1894. 


A. KE, detached from the “Independence,” and to the 


harlesto 
Surgeon * B. PARKER, detached from the “ Charleston,” and to the “ In- 
ence 
A. M. D. ORMICK, from the *‘ Charleston,’ and to the 
“Mon 


Asst. R. G. BRODERICK, from Mare Island Hospital, and to the 
Charleston 
Asst. a ae Js . Hope, from the “ Charleston,” and to Mare Island 


Ospit 
P. A.Su W. F. ARNOLD, fromthe “ Monterey,” and to the “ Charles- 
ton,” 
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